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sessions  on  the  Leary  Interpersonal  Check  List.  Interpersonal  com- 
plementarity was  assessed  according  to  the  Behavioral  Analysis  System. 

Treatment  outcome  was  addressed  from  client  changes  in  pattern  and 
extent  of  alcohol  consumption  and  from  client  changes  in  general  adjust- 
ment. Client  changes  in  alcohol  consumption  were  assessed  via  client 
self-report  of  drinking  behavior  on  pre-  and  post-treatment  scores  on 
the  Khavari  Alcohol  Test  and  via  ratings  by  therapists  on  the  Rogers  and 
Oymond  Outcome  Evaluation  Form.  Client  changes  in  general  adjustment 
were  assessed  via  client  self-report  of  adjustment  on  pre-  and  post- 
treatment scores  on  the  Current  Adjustment  Rating  Scale  and  via  ratings 
by  therapists  on  the  Rogers  and  Dymond  scale. 

General  findings  are  as  follows:  (1)  alcohol  abusers  and  counselors 
tend  to  behave  in  rigid  and  complementary  ways  in  initial  treatment 
interactions,  (2)  higher  rates  of  interpersonal  complementarity  in 
initial  sessions  were  associated  with  an  increase  in  length  of  treatment, 
(3)  counselors  did  not  tend  to  alter  their  initially  rigid  interpersonal 
presentation  as  treatment  progressed,  (4)  client  interpersonal  flexibility 
showed  only  a weak  relationship  to  improvement  in  general  adjustment, 

(5)  counselor  interpersonal  behavior  during  sessions  was  not  associated 
with  a significant  effect  on  treatment  outcome,  (6)  higher  rates  of  inter- 
personal complementarity  were  associated  with  clients'  improvement  in 
drinking  behavior,  (7)  clients'  improvement  in  drinking  behavior  was 
associated  with  clients'  improvement  in  general  adjustment,  and  (8)  the 
length  of  treatment  was  associated  with  all  measures  of  treatment  out- 


CHAPTER  I 

INTRODUCTION  AND  STATEMENT  OF  THE  PROBLEM 


The  purpose  of  this  research  is  to  examine  the  interpersonal  dynam- 
ics of  the  treatment  of  alcohol  abuse.  The  effect  of  the  relationship 
between  the  alcohol  abuser  and  the  alcohol  counselor  in  individual 
psychotherapy  on  treatment  outcome  is  the  fundamental  issue  to  be 
addressed  in  this  thesis.  In  particular,  the  complex  reciprocal  nature 
of  the  treatment  relationship  is  defined  and  analyzed. 

It  is  important  to  note  at  the  outset  that  the  effectiveness  of 
alcoholism  treatment  in  general  remains  an  issue.  In  a review  of  265 
evaluation  studies  of  psychologically  oriented  alcoholism  treatment, 
Emrick  (1975)  reported  a two-thirds  improvement  rate.  Armor,  Polich, 
and  Stambul  (1978),  in  another  review  of  evaluation  studies,  reported 
that  rates  of  treatment  success  range  from  30  to  75  percent.  Taking 
methodological  problems  into  account,  and  considering  rates  of  improve- 
ment without  treatment,  empirical  support  for  the  efficacy  of  alcohol- 
ism treatment  in  general  is  not  conclusive.  According  to  Armor  et  el., 
empirical  support  for  the  effectiveness  of  traditional  individual 
psychotherapy  with  alcoholics  is  even  weaker  than  the  support  for  the 
effectiveness  of  alcohol  treatment  In  general. 

Many  authors  have  addressed  the  interpersonal  interaction  between 
alcohol  abusers  in  treatment  and  counselors  as  a fundamental  issue  in 
understanding  alcohol  treatment.  In  their  book  evaluating  the  state 


of  the  art  of  alcohol  treatment,  Pattison,  Sobell,  and  Sobell  (1977) 
argue  that  the  effects  of  any  treatment  are  largely  determined  by  Inter- 
personal relationships.  One  recommendation  offered  by  these  authors  is 
that  certain  kinds  of  individuals  should  be  strategically  assigned  to 
particular  therapeutic  roles.  Further,  the  "life  health”  issues 
associated  with  alcohol  abuse  can  be  conceptualized  as  interpersonal  in 
nature.  Intervention  into  the  "family  and  personal  disequilibrium  . . . 
may  allow  the  alcoholic  to  re-equilibrate  with  different  defenses  and 
relationships  which  eliminate  the  personal  and  social  forces  that  per- 
petuated the  addictive  pattern  of  drinking"  (p.  276). 

In  similar  fashion,  Pattison  (1966),  and  Sowa  and  Cutter  (1974) 
contend  that  the  "quality"  of  the  therapist-client  relationship  is  a 
critical  factor  in  treatment  outcome,  particularly  in  light  of  keeping 
alcoholics  in  treatment. 

This  notion  that  patients'  continuation  in  treatment  is  essential 
to  positive  outcome  and  that  length  of  treatment  is  a valid  indicator  of 
treatment  success  is  prominent  in  the  literature.  Patient  "dropout"  has 
long  been  regarded  as  a key  problem  in  alcohol  rehabilitation.  Further, 
“erratic'Vunstable  treatment  contact  in  which  clients  do  not  receive 
regular  and  continuing  therapy  has  been  recognized  as  a pattern  in 
alcoholics  (Armor  et  al.,  1978). 

The  emphasis  on  the  interpersonal  dynamics  of  treatment  becomes 
increasingly  critical  when  considered  in  light  of  the  broad  range  of 
problems  of  the  alcohol  abuser.  Pattison,  Sobell,  and  Sobell  suggest 
that  treatment  goals  should  address  all  areas  of  alcohol-related  life 


and  health  problems.  These  authors  contend  that  the  focus  on  the 
abstinence  criterion  in  general  and  drinking  in  particular  has  resulted 
in  a distortion  of  outcome  evaluation  and  has  prevented  the  field  of 
alcoholism  treatment  from  achieving  a finer  understanding  of  successful 
treatment. 

This  thesis  conceptualizes  alcohol  abuse  as  an  interpersonal  prob- 
lem. This  formulation  is  not  intended  to  imply  that  this  is  the  only 
way  to  understand  alcohol  abuse;  however,  when  considering  the  range  of 
psychosocial  problems  associated  with  abusive  drinking  and  the  inter- 
personal behaviors  and  situations  which  reinforce  and  perpetuate  alco- 
holic behavior,  it  becomes  readily  apparent  that  an  appreciation  for  the 
multipersonal  network  that  characterizes  alcohol  abuse  is  imperative  in 
understanding  treatment.  In  this  thesis  treatment  is  defined  as  a 
strategic  shift  in  the  predominant  interpersonal  style  of  the  alcohol 
abuser  which  contributes  to  all  of  the  life  problems  associated  with 


abusive  drinking. 


CHAPTER  II 


REVIEW  OF  THE  LITERATURE 

In  this  section  of  this  thesis,  literature  from  psychotherapy  in 
general  and  from  alcoholism  treatment  in  particular  Is  considered  and 
conclusions  and  hypotheses  are  generated  concerning  the  dynamic  inter- 
action between  alcohol  treatment  personnel  and  alcohol  abusers  in  treat- 
ment and  the  effects  of  this  interaction  on  treatment  outcome.  Issues 
surrounding  assessment  of  treatment  outcome  are  also  discussed. 

Personality  Characteristics  of  Alcoholics  and 

Personality  variables  have  been  considered  as  having  significant 
input  into  the  behavioral  syndrome  associated  with  alcohol  abuse.  As 
recognized  by  Sterne  and  Pittman  (1965),  Pattison  et  al.  (1977),  and 
Armor  et  al.  (1978),  the  personality  characteristics  of  alcoholics  have 
frequently  been  recognized  as  a serious  impediment  to  treatment  success 
in  an  absolute  sense  (i.e.,  that  these  people  are  simply  difficult  to 
treat).  Nevertheless,  this  contention  has  not  been  adequately  demon- 
strated. More  primary  to  this  discussion,  however.  Is  the  issue  involv- 
ing the  existence  of  personality  characteristics  that  alcohol  abusers 

The  resolution  of  this  issue  is  critical  enough  to  merit  the  volumes 
of  theory  and  research  dedicated  to  the  existence  or  non-existence  of  the 


"alcoholic  personality."  The  fields  of  treatment  and  prevention  of 
alcohol  abuse  could  emphasize  particular  kinds  of  interventions 
designed  for  distinct  personality  characteristics  and  directed  toward 
a more  limited  spectrum  of  personal  and  interpersonal  issues. 

The  issue  surrounding  the  existence  of  the  "alcoholic  personality" 
may  have  been  regarded  as  resolved  twenty-five  years  ago  as  two  inde- 
pendent reviews  of  the  available  literature  attempting  to  differentiate 
the  personality  traits  of  alcoholics  from  those  of  non-alcoholics  con- 
cluded that  there  was  no  empirical  justification  for  postulating  an 
alcoholic  personality.  Both  Sutherland,  Schroeder,  and  Tordella  (1950) 
and  Syme  (1957)  concluded  that  they  had  found  no  satisfactory  evidence 
to  support  the  conclusion  that  persons  of  one  personality  type  are  more 
likely  to  become  alcoholics  than  persons  of  other  personality  types. 
Syme's  final  comnent  is  that,  based  on  "all  available  relevant  liter- 
ature published  from  1936  to  1956"  (p.  301),  the  empirical  justification 
for  postulating  the  "alcoholic  personality”  is  Insufficient  because  of 
methodological  inadequacies  In  the  case  of  projective  tests  and  because 
of  theoretical  weakness  or  lack  of  "meaningful ness"  in  the  case  of 
nonprojective  tests. 

Since  these  reviews,  however,  a fairly  clear  picture  of  personality 
characteristics  that  alcohol  abusers  have  in  coumon  has  emerged.  Support 
for  the  notion  that  particular  personality  configuration  are  associated 
with  alcohol  abuse  has  come  from  three  major  areas:  longitudinal 
research  comparing  preaddiction  personality  assessments  with  assessments 
made  after  onset  of  addiction,  consistent  patterns  found  in  MMPI 
profiles  for  all  groups  of  alcoholics,  and  literature  on  socio-psycho- 
logical  and  sociological  aspects  of  alcoholism  and  treatment  of  alcohol 


abuse.  This  research  supports  the  contention  that  alcoholics  tend  to 
present  a facade  of  strength  under  which  a conflict  over  dependency  is 
hidden.  Dependency  needs  are  not  addressed  directly  leading  to  hostility 
and  resentment,  particularly  toward  individuals  in  authority.  Conse- 
quently, alcoholics  tend  to  be  overtly  antisocial  and  rebellious,  lead- 
ing to  difficulty  establishing  intimate  relationships. 

Since  1960,  four  longitudinal  studies  examining  personality 
characteristics  before  and  after  onset  of  problem  drinking  have  emerged. 
Jones  (1968)  used  a longitudinal  sample  from  the  Oakland  Growth  Study 
to  examine  the  personality  characteristics  of  individuals  who  later 
became  problem  drinkers  versus  individuals  who  did  not  become  problem 
drinkers  and  concluded  that  behavior  associated  with  problem  drinking 
is  to  some  extent  an  expression  of  personality  tendencies  established 
long  before  problem  drinking  begins.  The  California  Q set  was  admin- 
istered and  compared  for  three  age  periods:  junior  high  school,  senior 
high  school,  and  adulthood.  Throughout  all  three  assessments  problem 
drinkers  were  distinguished  by  a set  of  traits  suggesting  underlying 
dependence  with  over-compensatory  strivings  for  "masculinity"  causing 
them  to  be  rebellious,  impulsive,  and  undercontrolled.  Moderate  and 
abstinent  drinkers  were  less  hostile  and  more  capable  of  dependency  in 
an  intimate  relationship,  particularly  early  in  life. 

In  a thirty-year  follow-up  of  adults  who  had  been  seen  as  patients 
in  a child  guidance  clinic  in  St.  Louis,  Robins  (1966)  and  Robins, 

Bates,  and  O'Neil  (1962)  compared  agency  records  on  a standard  ques- 
tionnaire with  measures  on  the  same  questionnaire  on  the  same  sample  of 


individuals  in  adulthood.  The  authors  reported  a powerful  antecedent 


factor  evident  in  the  childhood  histories  of  clinic  patients  related  to 
problem  drinking  later  in  life  was  the  occurrence  of  a variety  of 
symptoms  of  antisocial  behavior. 

McCord  and  McCord  (1960,  1962)  examined  data  gathered  from  alco- 
holic fathers  of  subjects  in  a lower-class  population  in  Boston  to 
determine  differences  between  boys  who  later  grew  up  to  be  alcoholics 
versus  boys  who  grew  up  to  be  "non-deviants."  Compared  with  non- 
deviants,  prealcoholics  were  more  self-confident,  undisturbed  by  normal 
fears.  Indifferent  or  disapproving  of  family  members,  more  actively 
aggressive,  and  emphasized  their  independence.  The  interpretation 
offered  by  the  McCords  is  that  the  prealcoholic  presents  a facade  of 
"masculinity"  which  is  manifested  by  a denial  of  dependency  needs  and 
that  drinking  becomes  a means  by  which  the  alcoholic  can  satisfy 
dependency  needs  and  still  maintain  a masculine  self-image.  These 
authors  found  a similar  personality  pattern  in  adult  alcoholics  with 
more  overt  expressions  of  dependency  as  their  condition  deteriorated. 

Two  reviews  of  the  longitudinal  research  cited  above  have  con- 
cluded that  a clear  and  consistent  picture  of  the  predominant  per- 
sonality characteristics  of  alcohol  abusers  and  prealcoholics  is  sup- 
ported. Sanford  (1968),  in  considering  the  findings  from  all  these 
studies,  concludes  that  "it  seems  reasonably  clear  that  at  least  in 
some  male  problem  drinkers  an  underlying  dependence  with  overcompensatory 
strivings  for  'maleness'  is  an  Important  predisposing  factor”  (p.  15). 

In  a comparison  of  Jones'  and  the  McCords'  research,  Li sansky-Gomberg 
(1968)  is  less  reserved  in  her 


conclusion: 


MMPI  scores  of  a: 


subjects.  Briefly  stated,  the  personality  correlates  that  have  been 
associated  with  problem  drinking  within  this  MMPI  research  are 
dependency  conflicts,  antisocial  behavior,  remorseful  intrapuni- 
tiveness,  passive-aggressive  styles,  depression,  neuroticism.  Internal 
hostile  impulses,  problems  with  authority,  and  rebelliousness. 

This  picture  of  the  personality  correlates  of  problem  drinking  is 
also  supported  by  a variety  of  socio-psychological  and  sociological 
analyses  of  alcohol  abuse.  These  analyses  are  consonant  with  the  view 
taken  by  Pattison  et  al.,  1977: 

Alcoholism  may  be  best  described  as  a psychosocial  behavior 
syndrome  which  is  dependent  on  a variety  of  social  and 
cultural  variables.  Changes  in  patterns  of  drinking  behavior 
may  result  not  so  much  from  changes  in  personality  variables 
as  from  changes  in  social  and  cultural  variables,  (p.  161) 

In  a sociological  analysis  comparing  rates  of  drinking  and  drunken- 
ness with  indicators  of  indulgence  of  dependency  in  infancy  and  child- 
hood and  with  the  acceptance  of  dependent  behavior  in  adulthood  in  110 
societies.  Bacon  (1974)  found  results  that  supported  "the  dependency- 
conflict  hypothesis  that  frequency  of  drunkenness  is  related  to  customs 
that  limit  the  indulgence  of  dependence  In  infancy,  emphasize  demands 
for  achievement  in  childhood  and  limit  dependent  behavior  in  adult- 
hood" (p.  863).  Bacon  offered  the  explanation  that  when  the  customs 
of  a society  created  these  conditions,  a psychological  state  of  con- 
flict associated  with  help-seeking  behavior  would  be  expected  to 
develop.  Since  the  satisfaction  of  dependence  was  prohibited,  drinking 
is  one  available  method  by  which  an  individual  could  resolve  this  con- 
flict by  simultaneously  satisfying  his/her  dependency  needs  and  avoiding 
the  anxiety  associated  with  overt  expression  of  dependency  in  a sober 


l.{1978) 


The  dependency  conflict  in  alcoholics  has  been  a 
literature  in  treatment  of  alcohol  abuse.  Armor  et  al 
eluded  that  overtly  dependent  alcoholics  are  more  amenable  to  treatment 
than  counterdependent  types,  particularly  in  light  of  likelihood  of 
continuing  in  treatment.  One  implication  of  this  conclusion  is  that 
the  more  conflicted  an  alcohol  abuser  is  about  dependency,  the  less  likely 
it  is  that  he/she  will  be  able  to  establish  a stable  and  meaningful 
contact  with  treatment  personnel. 

Pattison  et  al.  (1977)  have  offered  a psychoanalytic  formulation  of 
the  dependency  issues  in  alcoholics.  Although  their  conclusions  are 
highly  speculative,  they  are  interesting  to  consider.  These  authors 
suggest  that  problem  drinking  may  represent  the  oral  phase  of  psycho- 
sexual  development  and  that  a differential  diagnosis  should  be  made 
between  the  alcohol  abuser  who  has  regressed  to  an  oral  level  of  develop- 
ment from  a previously  more  mature  level  and  an  orally  fixated  alcoholic. 
The  prognosis  for  a return  to  normal  drinking  and  successful  psycho- 
therapy is  higher  in  the  regressed  patient  while  the  fixated  patient 
is  expected  to  continue  addictive  drinking. 

Both  Forrest  (1978),  in  his  work  on  diagnosis  and  treatment  of 
alcoholism  at  the  Institute  of  Addictive  Behavioral  Change,  and  Brown 
and  Yalom  (1977),  in  their  work  describing  techniques  and  problems 
encountered  in  group  treatment  of  alcoholism,  address  the  difficulty 
that  alcoholics  have  expressing  their  dependency  needs.  These  authors 
concur  with  Bacon  in  suggesting  that  drinking  is  a covert  way  of 
satisfying  dependency  needs  without  recognizing  them.  These  clinical 
descriptions  recognize  two  styles  of  expressing  the  dependency  conflict: 


overt  dependency  and  overt  counterdependency.  Both  styles  are  associ- 
ated with  guilt  and  hostility,  and  both  lead  to  problems  with  authority 
and  with  intimacy. 

In  similar  fashion  to  Forrest  (1978),  to  Armor  et  al.  (1978),  and 
to  Brown  and  Yalom  (1977),  Baekland  and  Lundwall  (1975)  discuss  dependency 
and  counterdependency  in  alcoholics  and  how  counterdependency  can  lead  to 
dropping  out  of  treatment.  They  contend  that  addressing  the  dependency 
conflict  is  the  key  issue  in  keeping  an  alcoholic  in  treatment,  and, 
consequently,  the  key  issue  in  treatment  success.  In  a sense,  these 
authors  are  implying  that  a critical  component  in  the  therapeutic 
relationship  is  the  therapist's  ability  to  satisfy  the  dependency  needs 
of  the  problem  drinker. 

A number  of  studies  have  addressed  the  interpersonal  dynamics  of 
alcohol  abuse  more  directly.  Hurwitz  and  Lelos  (1968)  defined  alcoholism 
as  a "sociopsychological  problem  manifested  largely  by,  as  well  as  re- 
flecting, difficulties  in  interpersonal  relations"  (p.65).  Interpersonal 
behavior  in  non-help-seeking  alcoholic  employees  (i.e.,  employees  who 
came  to  treatment  in  order  to  keep  their  jobs  and  would  not  have  attended 
treatment  otherwise)  was  assessed  via  the  Leary  Interpersonal  Multi- 
level Personality  Model  (Leary,  1957).  The  authors  offer  conclusions 
that  are  highly  consonant  with  the  other  authors  reviewed  in  this 


The  interpersonal  and  intrapersonal  profiles  reveal  considerable 
conflict  and  suggest  the  presence  of  a high  degree  of  resulting 
psychological  strain.  They  present  the  same  outward  facade  of 
bland  hypemormality  found  by  several  prior  investigations 
among  different  categories  of  alcoholics.  Beneath  this  facade 
however,  strong  dependency  wishes,  or  hostility,  or  a combi- 
nation of  both  prevail  among  a majority  of  the  sample.  Due 
apparently  to  the  cultural  demands  for  adult  male  independence 
and  autonomy,  however,  these  dependency  strivings  are  generally 


stop  playing 


entirely.  Second,  Pattison  et  al. 


analysis 


of  the  social  gestalt  of  the  interaction  between  the  alcoholic  and 
"significant  others"  (including  members  of  the  alcoholic's  nuclear 
family)  to  support  the  contention  that  "patterns  of  drinking  are  less 
a reflection  of  individual  pathology  than  of  psychosocial  gestalt" 

(p.  158)  and  that  the  change  from  abusive  drinking  to  normal  drinking 
requires  a shift  in  "psychosocial  equilibrium." 

Leary  (1957),  Carson  (1969),  Benjamin  (1974),  and  Mclemore  and 
Benjamin  (1979)  provide  theoretical  models  based  on  Sullivan's  Inter- 
personal Psychiatry  (1965)  that  examine  interactional  patterns  in  human 
relationships.  These  models  emphasize  the  principle  of  interpersonal 
reciprocity  which  maintains  that  interpersonal  behavior  should  be 
examined  in  light  of  the  particular  behavior  of  the  individual  in  question, 
that  individual's  perceptions  and  expectations  of  others,  and  the 
responses  that  that  individual  elicits  from  others.  Thus,  the  most 
prolific  unit  of  analysis  is  the  self-other  interaction,  and,  more 
specifically,  the  reflex  way  in  which  human  beings  interact  with  each 
other.  According  to  these  theories  and  as  much  as  alcohol  abusers  tend 
to  present  predominant  types  of  behaviors,  problem  drinkers  tend  to 
pull  certain  reactions  from  others,  and  thus,  tend  to  have  particular 
kinds  of  interactions  with  others. 

Leary  labels  the  individual  with  personality  correlates  like 
those  that  alcohol  abusers  tend  to  have  the  "distrustful  personality.'1 
Although  these  individuals  may  consciously  strive  for  intimacy,  they 
consistently  avoid  such  relationships.  They  tend  to  demonstrate  dis- 
trust and  rebellion  as  solutions  to  personal  dileirmas  and  are  usually 


frustrated,  depressed,  resentful , 


dissatisfied.  They 


unable  to  maintain  durable  relationships 


conformity 


collaboration.  The  kinds  of  reactions  they  tend  to  provoke  from 
others  are  characterized  by  rejection  and  punishment.  Within  the 
analysis  provided  by  Leary,  the  personalities  of  those  individuals 
are  hostile  and  submissive,  and  they  tend  to  elicit  hostility  and 
dominance  in  others.  The  rebellious  and  distrustful  person  tends  to 
create  relationships  in  which  he/she  is  treated  with  punitive  rejection. 

The  implications  of  these  models  of  interpersonal  complementarily 
are  supported  by  research  examining  the  personality  characteristics  of 
wives  of  alcoholics  and  the  kinds  of  interpersonal  behaviors  that 
spouses  of  alcohol  abusers  tend  to  exhibit.  Hurwitz  and  Daya  (1977) 
used  the  Leary  Interpersonal  Multilevel  Personality  Model  to  study 
the  interpersonal  behaviors  of  the  wives  of  the  alcoholics  used  in  the 
research  by  Hurwitz  and  Lelos  cited  earlier  in  this  paper.  The  results 
were  consonant  with  the  hypotheses  generated  by  the  theories  of  inter- 
personal reciprocity  offered  by  Leary  (1957),  Carson  (1969),  and  Benjamin 
(1974).  They  found  that  wives  of  alcoholics  tended  to  demonstrate 
dominance  in  their  interpersonal  behavior.  Further,  these  wives  tended  to 
yearn  for  a dependent  interpersonal  role  in  their  marriage  but  consciously 
reject  these  feelings  as  they  are  unable  to  express  them  overtly. 

These  findings  suggest  that  the  dependency  conflict  within  alcohol 
abusers  also  tends  to  occur  in  relationships  involving  alcohol  abusers. 

Other  research  on  marriages  with  an  alcoholic  partner  supports 
the  analysis  presented  above.  Lemert  (1962)  defined  dominance  and 
dependency  sociologically  and  found  that  wife  dominance  in  a sample  of 
alcoholism  families  was  twice  as  high  as  wife  dominance  in  a sample  of 
separation  families  and  three  times  as  high  as  wife  dominance  in  a 


control  sample.  In  describing  the  wife-alcoholic  interaction.  Sands, 
Hanson,  and  Sheldon  (1967)  characterized  the  wife  as  the  punitive  and 
controlling  mother  and  the  alcoholic  as  the  rebellious  child.  Rae  and 
Drewery  (1972)  administered  the  Interpersonal  Perception  Technique 
and  the  MMP1  to  alcoholics  and  their  wives  and  to  a control  sample. 

They  found  more  confusion  of  socio-sexual  roles  and  dependence- 
independence  needs  in  the  alcoholics'  marriages.  They  also  found  that 
control  wives  scored  lower  on  dominance  and  autonomy  and  higher  on 
deference,  affection,  succorance,  abasement,  and  nurturance  than  wives 
of  alcoholics.  In  addition  to  this  evidence,  both  Bailey  (1970)  and 
Bullock  and  Mudd  (1959)  conclude  that  alcoholic  marriages  tend  to  be 
characterized  by  a high  degree  of  conflict  between  marriage  partners. 

This  analysis  of  the  kinds  of  interpersonal  relationships  that 
alcohol  abusers  tend  to  have  in  general  has  powerful  implications  for 
the  kinds  of  relationships  that  problem  drinkers  would  tend  to  have 
with  treatment  personnel.  As  with  their  interactions  with  their 
spouses,  alcoholics  may  tend  to  elicit  punitive  rejection  from  thera- 
pists and  counselors.  According  to  the  theories  of  interpersonal 
reciprocity,  alcohol  treatment  personnel  would  experience  similar  kinds 
of  conflict  and  resentment  and  behave  in  a covertly  hostile  and  overtly 
dominant  fashion  toward  alcohol  abusers  in  treatment.  This  notion  is 


Attitudes  of  Alcohol  Treatment  Personnel 
The  attitudes  held  by  treatment  personnel  toward  alcohol  abusers 
have  been  a matter  of  great  concern  in  the  field  of  alcoholism  treat- 
ment. Most  evaluations  have  characterized  these  attitudes  as  pessimistic 
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and  conflicted.  The  detrimental  effects  of  these  attitudes  on  diagnosis 
and  referral  {Hanna,  1978;  Cantor,  1977)  and  on  treatment  (Femeau  and 
Paine,  1972;  MacDonald  and  Patel,  1975;  Chappel  and  Schnoll,  1977; 
Rathod,  1967)  have  been  presented  and  discussed.  In  this  section  of 
the  thesis,  the  literature  on  the  attitudes  of  treatment  personnel  is 
reviewed  and  a general  interpretation  is  offered. 

One  clear  and  consistent  finding  that  is  well  documented  in  evalua- 
tions of  alcohol  counselors'  attitudes  is  that  the  attitudes  held  by 
treatment  personnel  toward  alcoholics  and  alcoholism  treatment  are 
negative  (Sowa  and  Cutter,  1974;  Knox,  1971;  Fisher,  Keeley,  Mason, 
and  Fisher,  1975;  Hanna,  1978;  Robinson  and  Podnos,  1966;  Harlow  and 
Goby,  1980;  Mendelson,  Wexler,  Kubsansky,  Harrison,  Leiderman,  and 
Solomon,  1964).  More  specifically,  Knox  (1976,  1974,  1969)  and  Sterne 
and  Pittman  (1965)  reported  a general  pessimism  regarding  alcoholics' 
ability  to  respond  to  treatment. 

An  equally  consistent  finding  that  is  perhaps  more  critical  to 
this  discussion  is  the  inconsistency  in  attitudes  held  by  treatment 
personnel.  Sterne  and  Pittman's  (1965)  respondents  rated  the 
alcoholic's  role  performance  in  treatment  negatively  on  the  same 
behaviors  that  they  specified  as  criteria  for  determining  motivation 
for  treatment.  These  authors  labelled  this  inclination  a "self- 
reinforcing  tendency"  and  inferred  that  the  respondents  were  not 
considering  the  possibility  of  enhancing  the  alcoholic's  motivation 
for  rehabilitation.  Some  of  Sterne  and  Pittman's  respondents  explicitly 
Indicated  that  it  was  not  their  position  to  do  so.  Mackey  (1969) 
found  that  caregiving  and  mental  health  professionals  held  consistent 
views  of  "normal''  individuals  but  did  not  agree  in  their  perceptions 


of  the  "alcoholic."  In  examining  the  attitudes  of  psychiatric 
residents,  Ferneau  and  Gertler  (1971)  found  a conflicted  and  ambiva- 
lent view  of  alcoholism.  On  one  hand,  the  residents  held  a positive 
and  essentially  therapeutic  stance.  On  the  other,  a significant 
counter-attitude  that  alcoholism  was  a fault  that  resided  within  the 
individual  was  evident.  Berger-Gross  and  Lisman  (1979)  reported  that 
paraprofessionals  working  in  a residential  alcoholism  treatment  facility 
were  more  lenient  and  “humanistic"  as  well  as  more  "custodial"  in  their 
attitudes  toward  alcoholics  than  paraprofessionals  working  in  a 
detoxification  center. 

Knox  (1971)  concluded  that  "psychologists  and  psychiatrists  have 
many  opinions  in  common  and  share  a marked  inconsistency  in  their  atti- 
tudes toward  alcoholism"  (p.  1677)  in  research  examining  the  attitudes 
of  psychologists  and  psychiatrists.  Knox's  findings  were  that, 
although  treatment  professionals  reject  the  court  system  as  the 
appropriate  institution  for  referral  and  treatment  and  favor  hospital 
treatment  over  referral  to  the  court  system,  they  saw  the  benefit  to 
be  gained  by  hospital  care  as  minimal  and  the  general  prognosis  for 
alcoholics  as  poor.  Some  of  the  respondents  recognized  the  incon- 
sistency in  their  attitudes.  Further,  Knox's  respondents  were  generally 
unwilling  to  devote  their  personal  time  and  energy  to  treating 
alcoholics. 

Sterne  and  Pittman  have  redefined  the  tendency  for  treatment 
personnel  to  emphasize  the  importance  of  motivation  for  treatment 
success  (Knox,  1971 i Sterne  and  Pittman,  1965)  as  a product  and  corre- 
late of  the  inconsistency  in  attitudes  toward  alcoholics.  These 
authors  suggest  that  the  emphasis  on  motivation  is  part  of  a professional 


defense  system  which  Is  based  on  the  creation  of  a comfortable  personal 
distance  between  treatment  personnel  and  the  problem  drinker.  The 
respondents  in  the  research  by  Sterne  and  Pittman  described  alcoholics 
as  making  "unreasonable  demands  for  attention"  and  as  "inconsiderate  of 
others."  The  following  issue  is  raised  by  the  authors: 

it  might  be  asked  whether  the  recurrent  posing  of  the  moti- 
vational problem  is  not  a convenient  rationale  for  an  unwill- 
ingness to  assist  the  alcoholic  patient  or  client  more 
effectively;  especially  since  admission  under  a primary  diag- 
nosis of  alcoholism  is  not  permitted  by  40%  of  thirty-five 
surveyed  hospitals,  medical  treatment  is  usually  limited  to 
brief  detoxification  with  infrequent  follow-up  or  referral, 
and  only  two-fifths  of  the  fifty-nine  surveyed  agencies 
actually  work  with  alcoholics  and  then  with  the  frequent 
goal  of  referral  elsewhere  for  the  alcoholism,  (p.  54) 

Numerous  authors  have  recognized  the  distancing  of  the  alcoholic 
by  treatment  personnel.  In  addition  to  finding  that  few  psychologists 
and  psychiatrists  are  willing  to  devote  a significant  portion  of  their 
time  to  treatment  of  alcoholics,  Knox  (1976)  referred  to  the  "referral 
game"  in  which  the  alcohol  abuser  "is  sent  from  one  professional  to 
another  with  little  therapeutic  interaction  along  the  way"  (p.  182). 
Knox  (1971)  found  that  psychiatrists  and  social  workers  tended  to 
support  referral  of  alcoholics  to  hospitals  and  psychologists  tended 
to  support  referral  to  Alcoholics  Anonymous.  Further,  Knox  (1976) 
found  that  psychologists  were  willing  to  devote  more  time  to  treatment 
of  drug  abuse  than  to  treatment  of  alcoholism  and  that  the  respondents 
perceived  cultural  pressures  as  the  primary  cause  of  drug  abuse  whereas 
intrapersonal  conflicts  were  seen  as  the  primary  cause  of  alcoholism. 
Schulberg  (1966)  found  that  23%  of  the  surveyed  psychiatrists  in 
private  practice  would  not  accept  alcoholics  for  treatment.  Bailey 
(1970)  found  that  60%  of  the  surveyed  treatment  personnel  believed 


treatment  should  be  provided  in  specialized  alcoholism  clinics- 


not  in  agencies  like  their  own.  In  addition,  Bailey  reviewed  the  per- 
ceived demands  made  by  alcoholics  in  treatment  and  the  perception 
of  treatment  personnel  that  the  alcoholic  is  more  difficult  to  relate 
to  than  an  individual  whose  illness  is  not  self-inflicted  in  light  of 
this  conception  of  a created  and  comfortable  distance  between  the 
alcohol  abuser  and  the  treatment  professional. 

The  negative  and  conflicted  attitudes  held  by  treatment  personnel 
toward  alcohol  abuse  and  alcoholism  treatment  have  been  repeatedly 
discussed  in  light  of  the  potential  detrimental  effects  on  treatment. 
Hogar,  Helm,  Snedeker,  Snedeker,  and  Wilson  (1969)  have  suggested  that, 
"in  addition  to  expressed  attitudes,  unconscious  reactions  by  staff 
members  to  acting-out  forms  of  disturbance  may  actually  encourage  the 
deviant  behavior  or  force  its  suppression.  In  either  case,  the 
result  is  antitherapeutic"  (p.  449).  Both  Hogar  et  al.  and  Reinehr 
(1969)  have  provided  evidence  for  the  negative  effect  of  incongruent 
attitudes  between  patients  and  therapists  on  communication  and  treat- 
ment outcome. 

An  alternative  interpretation  of  the  relationship  between  the 
attitudes  of  treatment  personnel  and  treatment  effectiveness,  however, 
has  been  proposed.  Trice  and  Belasco  (1968)  found  that  training 
acted  to  lower  supervisors'  tolerance  of  alcoholic  employees  but 
increased  their  willingness  to  engage  in  realistic  confrontation  and 
referral— that  attitude  change  in  a negative  direction  led  to  positive 
action.  The  authors  offered  this  interpretation: 

There  is  no  doubt  that  many  current  training  and  educational 

efforts  are  unsuccessful  because  they  miss  the  mark. 
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concentrating  on  the  illness  aspect  of  alcoholism,  for  example, 
may  result  in  an  Increased  acceptance  and  tolerance  of  the 
alcoholic  by  the  supervisor.  Lowering  the  toleration  by 
"significant  others"  in  the  alcoholic's  work  would  simultane- 
ously raise  the  "bottom”  for  the  alcoholic,  promising  earlier 
referral  and  treatment,  (p.  396} 

Kilty  and  Feld  (1979)  presented  a similar  conclusion  based  on  the 
same  findings: 

These  results  suggest  that  less  tolerance  and  acceptance  of 
alcoholics  may  enhance  intervention.  Perhaps  the  well -documented 
findings  that  experience  in  working  with  alcoholics  and  partici- 
pating in  training  programs  lead  to  more  negative  attitudes 
may  have  been  misinterpreted  as  to  the  effect  of  this  change 
in  treatment  and  rehabilitation,  (p.  930) 

The  negative  effect  of  the  societal  trend  to  regard  alcoholics  as 
less  personally  responsible  for  their  illness  was  recognized  by 
Orcutt  (1976)  who  suggested  that  the  medical  model  may  lock  the 
alcoholic  into  a "non-responsible,  but  stigmatized  deviant  type. 11 
The  half-acceptance  of  the  sick  role  of  the  alcohol  abuser  may  indeed 
be  less  effective  as  a treatment  posture  than  a less  tolerant  but 
clearer  position. 

The  effects  of  experience  in  treatment  and  training  on  attitudes 
held  by  treatment  personnel  as  referred  to  by  Trice  and  Belasco  have 
been  investigated  by  a number  of  authors.  Both  Sterne  and  Pittman  (1965) 
and  Magar  et  al.  (1969)  found  that  increased  experience  in  treatment  was 
associated  with  a more  optimistic,  disease-oriented  view  of  alcoholism 
with  fewer  moralistic  judgments  being  made.  Hanna  (1978)  and 
Chafetz  (1961)  also  concluded  that  contact  with  alcoholic  patients 
led  treatment  personnel  to  treat  alcohol  abusers  with  more  regard. 

Other  researchers,  however,  did  not  find  this  positive  effect 
of  experience  on  attitudes.  Mackey  (1969)  reported  that  age,  years 
in  line  of  work,  and  formal  education  showed  no  particular  effect 


on  attitudes.  Sowa  and  Cutter  (1974)  found  that  staff  who  were 
involved  in  direct  service  contact  with  alcohol  abusers  held  less 
favorable  attitudes  than  staff  who  were  not  involved  in  direct 
service  contact.  Negative  effects  of  experience  were  also  reported 
by  Knox  (1971),  who  found  that  trainees  were  more  willing  to  work  with 
alcoholics  than  staff  were,  and  by  Femeau  and  Gertler  (1971),  who 
concluded  that  the  first  year  of  psychiatric  residency  increased  the 
conflict  in  regard  to  alcoholism. 

The  findings  regarding  the  effect  of  formal  training  on  attitudes 
held  by  treatment  personnel  are  conflicting  in  a similar  fashion  to 
the  findings  regarding  the  effect  of  experience.  A number  of  inves- 
tigations (e.g.,  Fisher,  Fisher,  and  Mason,  1976;  Chappel,  Jordan, 
Treadway,  and  Miller,  1977;  Gideon,  Littell,  and  Martin,  1980)  have 
reported  positive  changes  in  attitudes  following  training;  however,  a 
number  of  formal  evaluations  of  training  programs  (Cooke,  Wehmer, 
and  Gruber,  1975;  Waring,  1975,  Kilty  and  Feld,  1979;  Rosenberg, 
Gerrein,  Manohar,  and  Liftik,  1976)  found  no  changes  in  attitudes 
following  training.  Knox  (1976)  and  Levitt,  Baganz,  and  Blachly  (1963) 
concluded  that,  in  general,  formal  training  results  In  a change  in 
informational  knowledge  in  the  trainee  but  shows  no  effect  in  altering 
attitudes  in  a desired  direction. 

Other  studies  have  provided  evidence  that  training  results  in  an 
increase  in  negative  and  conflicted  attitudes  (Femeau  and  Gertler, 


traini ng 


1971;  Trice  and  Belasco,  1968).  Bailey  (1970)  concluded  that 
leads  to  greater  discomfort  in  the  trainees  because  of  the  emotional 
impact  of  the  training  content. 

For  the  first  time,  cultural  and  professional  stereotypes 
about  alcoholism  were  confronted  and  threatened,  and  the 
course  participants  were  asked  to  learn,  to  think,  and  even 
to  feel  in  new  ways.  It  is  probable  that  most  of  them  had 
never  had  such  a concentrated  exposure  to  alcoholism  material, 
nor  had  their  deeply  ingrained  stereotypes  been  held  up  to 
critical  self-examination,  {p.  682) 

Differences  in  populations,  content  of  training  programs,  and 
mode  of  assessment  of  attitudes  make  the  findings  concerning  the  effects 
of  training  and  experience  on  attitudes  difficult  to  consolidate.  One 
implication  of  these  findings  is  that  training  and  experience  may  make 
treatment  personnel  more  accepting  and  tolerant  of  alcoholics  and  alco- 
holism in  terms  of  their  sophistication  and  knowledge;  however, 
increased  contact  with  alcohol  abusers  may  enhance  "negative"  emotional 
reactions  in  treatment  personnel. 

This  research  has  implications  for  training  of  treatment  personnel 
as  recognized  by  Knox  (1976),  Bailey  (1970),  Ward  and  Falllace  (1970), 
Reinehr  (1969),  and  Mendelson  et  al.  (1964).  These  authors  have  sug- 
gested that  the  attitudes  of  trainees  should  be  addressed  from  two 
directions.  The  first  is  an  educational  approach  to  counteract  judg- 
mental attitudes  arising  from  cultural  stereotypes.  The  second,  and 
more  critical  direction,  is  preventative  and  experiential  in  nature 
and  designed  to  prepare  trainees  for  the  emotional  reaction  to  working 
with  problem  drinkers.  Further,  these  authors  have  suggested  that 
ongoing  in-service  training  may  assist  in 
avoidance  and  attitudinal  blocks. 


mitigating  professional 
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In  addition,  these  findings  have  implications  for  the  development 
of  new  and  innovative  treatment  strategies  as  recognized  by  Knox  (1971). 
Sterne  and  Pittman  (1965)  also  allude  to  the  development  of  new  approaches. 

Again,  motivation  for  sobriety  is  often  implicitly  equated  with 
conformity  to  the  specifications  of  treatment  set  by  the  thera- 
pist, such  as  willingness  to  keep  regular  appointments;  to  under- 
go a specific  form  of  treatment,  for  instance  psychotherapy; 
or  to  see  alcoholism  as  a symptom  of  an  underlying  psychiatric 
condition  rather  than  as  a ramifying  problem  to  be  addressed 
directly.  Yet  research  has  not  shown  that  any  of  these  are 
prerequisite  to  sobriety,  (p.  54) 

Ward  and  Faillace  (1970)  utilized  general  systems  theory 
(Von  Bertalanffy,  1968)  as  a theoretical  model  to  integrate  the 
research  findings  on  the  attitudes  held  by  treatment  personnel  toward 
alcohol  abusers.  This  conceptual  framework  maintains  that  the  behav- 
ior of  a particular  element  in  a system  is  highly  dependent  on  the 
complex  processes  within  the  total  system.  In  their  analysis  of  the 
treatment  situation.  Ward  and  Faillace  focused  on  the  continuous  feed- 
back between  components  of  the  system.  They  proposed  that  the  relation- 
ships between  alcoholics  and  treatment  personnel  can  be  "pathological 
complementary  relationships”  in  which  each  participant's  behavior  influ- 
ences the  other's  behavior. 

Irv  similar  fashion,  Reinehr  (1969)  has  examined  the  negative 
effects  of  the  label  "alcoholic"  on  both  the  patient  and  the  therapist. 
Sterne  and  Pittman  (1965)  and  Bailey  (1970)  have  also  noted  the  inter- 
active nature  of  the  treatment  situation.  Sterne  and  Pittman  suggested 


the  responsibility  for  discontinuance  in  treatment  need  not 
necessarily  be  the  alcoholic's.  The  therapeutic  situation 
is  an  interactive  one,  and  research  has  shown  that  therapists 
play  a large  part  in  determining  the  nature  of  the  therapeutic 
relationship,  (p.  54) 


The  systems  approach  to  the  research  on  attitudes  held  by  treat- 
ment personnel  proposes  that  the  most  prolific  analysis  of  the  treat- 
ment situation  should  focus  neither  on  the  alcohol  abuser  exclusively 
nor  on  the  treatment  staff  exclusively,  but  on  the  complex  inter- 
action between  the  two. 

This  systems  analysis  can  be  extended  beyond  the  treatment  situa- 
tion specifically  to  the  treatment  situation  within  a societal  frame- 
work. Alcohol  abusers  and  treatment  personnel  are  elements  in  the 
same  social  matrix  and,  theoretically,  are  subject  to  the  same  social 
forces.  Kilty  (1975)  found  that  treatment  professionals  tend  to 
reflect  the  opinions  and  biases  of  the  community  within  which  they 
work.  According  to  a systems  formulation,  it  is  not  surprising  that 
the  attitudes  of  treatment  personnel  toward  alcohol  abuse  are  as  con- 
flicted and  ambivalent  as  abusers'  attitudes  and  as  society's  attitudes 

MacAndrew  and  Edgerton  (1969),  commenting  on  society's  tolerance 
of  intoxicated  behavior,  concluded  that,  "since  societies,  like  indi- 
viduals, get  the  sorts  of  drunken  comportment  they  allow,  they  deserve 
what  they  get.'1  (p.  15)  The  sociocultural  factors  Influencing  alcoholics 
and  leading  to  their  "resistance"  to  treatment  may  be  the  same  factors 
influencing  treatment  personnel's  "unwillingness"  to  invest  in  treat- 
ment. The  ambivalence  evident  in  abusers  and  treatment  staff  can  also 
be  seen  in  society's  emphasis  on  treatment  while  maintaining  the  popular 
conception  of  the  weak-willed  and  unmotivated  alcoholic.  Chafetz  (1961) 
concluded  that: 

When  the  alcoholic  fails  to  seek  out  treatment  or  fails  to 

stay  with  it,  the  burden  of  failure  should  not  be  placed  upon 


him  by  labelling  him  a "hopeless  alcoholic."  Rather,  the  care- 
taking community  should  recognize  its  own  failure  to  develop 
methods  of  establishing  therapeutic  relationships  with  these 
sick  people,  (p.  328) 

An  implication  of  this  analysis  is  that  treatment  stategies  should 
consider  the  complementary  relationship  between  the  alcohol  abuser  and 
treatment  personnel,  and  interventions  should  focus  on  each  partic- 
ipant's role  in  the  interactive  system  with  special  attention  to  expand- 
ing and  modifying  these  roles. 

In  sumary,  a redefinition  of  the  "negative"  and  "conflicted" 
attitudes  held  by  treatment  personnel  toward  alcohol  abuse  and  alcohol- 
ism treatment  is  proposed.  Many  of  the  authors  cited  above  have  con- 
tended that  such  attitudes  are  detrimental  to  treatment  success.  The 
interpretation  proposed  here  is  that  these  attitudes  are  complimentary 
reactions  to  the  prepotent  personality  characteristics  of  alcohol 
abusers  in  treatment.  To  suggest  that  the  "negative"  treatment  dis- 
position of  professionals  is  the  issue  at  hand  and  that  amelioration 
of  such  attitudes  is  the  goal  of  treatment  is  a narrow  and  limited 
conception.  The  punitive  and  directive  disposition  of  treatment 
personnel  may  be  more  accurately  understood  as  the  natural  and  appro- 
priate reciprocal  reaction  for  professionals  to  assume  In  the  initial 
phases  of  some  treatment  relationships  with  alcoholics.  Indeed,  this 
is  not  to  suggest  that  hostile  punishment  is  the  remedy  to  alcoholism. 
What  is  proposed  here,  rather,  is  that  the  research  cited  above  portrays 
a realistic  conception  of  the  disposition  of  treatment  personnel  and 
that  these  personal  reactions  to  alcoholics  in  treatment  are  funda- 
mentally complementary. 

In  this  thesis,  the  goal  of  treatment  of  alcohol  abuse  Is  to 
develop  the  initially  rigidly  defined  treatment  Interaction  toward  a 


more  flexible  and  permissive  equality.  In  order  to  develop  this  concep- 
tion of  the  dynamic  interaction  of  the  therapist  and  the  alcoholic  in 
treatment,  theory  and  research  on  patient-therapist  relationships  is 
examined  below. 

Patient-Therapist  Matching:  Implications 

Hostile  and  Dependent  Interpersonal  Styles 

Numerous  theories  have  been  proposed  based  on  the  notion  that 
particular  kinds  of  Interpersonal  dispositions  are  more  effective 
therapeutic  "matches1'  for  certain  complementary  interpersonal  disposi- 
tions in  clientele  (Sullivan,  1965;  Leary,  1957;  Carson,  1969;  Shutz, 
1958;  Carkuff  and  Berensen,  1967;  Millon,  1969;  Benjamin,  1974).  In 
reviews  of  literature  on  patient-therapist  matching,  Berzins  (1977), 
Luborsky,  Chandler,  Averbach,  Cohen,  and  Bachrach  (1971),  and  Parloff, 
Waskow,  and  Wolfe  (197B)  have  discussed  research  involving  the  follow- 
ing classes  of  matching  variables — personal  constructs,  cognitive 
style,  values,  preferences,  expectations,  background  characteristics, 
personality  characteristics,  and  interpersonal  style.  The  focus  of 
the  theories  and  research  in  this  area  is  the  systematic  approach  to 
isolating  and  understanding  certain  combinations  of  therapist  and 
patient  variables  and  their  effect  on  treatment. 

The  definition  of  treatment  in  terms  of  the  interpersonal  dynamics 
of  the  relationship  between  therapists  and  clients  is  becoming  increas- 
ingly influential  in  applied  psychology.  One  of  the  products  of  this 
movement  is  the  search  for  "therapeutic"  and  "psychonoxious"  matches 
of  patients  and  therapists  and  inquiries  into  the  dynamic  developing 
of  the  patient-therapist  relationship.  Strupp  (1977)  has  concluded 


27 


that  any  analysis  of  the  therapist's  contribution  to  the  process  of 
psychotherapy  is  incomplete  without  including  some  conception  of  the 
relationship  with  the  client.  Analysis  of  therapist  and/or  client 
personalities  qualities  in  isolation  will  provide  incomplete  and  less 
meaningful  information.  Parloff  et  al.  (1978)  offered  this  conclusion: 

We  assume  that  as  the  interpersonal  dimensions  of  therapy 
interactions  are  more  carefully  examined,  it  will  become 
possible  to  define  more  clearly  which  kinds  of  persons  help 
which  kinds  of  clients  most  effectively.  Such  evidence  will 
reduce  the  importance  placed  on  creating  techniques  and  will 
increase  the  emphasis  on  therapist  selection  and  interper- 
sonal skill  development,  (p.  180) 

On  the  basis  of  Benjamin's  (1974)  Structural  Analysis  of  Social 
Behavior,  McLemore  and  Benjamin  (1979)  have  pressed  the  issue  further 
in  proposing  that  psychology  as  a field  should  consolidate  its  knowl- 
edge in  terms  of  interpersonal  behavior.  They  argued  for  a psycho- 
social conception  of  psychiatric  diagnostic  schemata  to  replace  tradi- 
tional psychiatric  nomenclature.  The  value  of  this  effort  would  lie 
in  the  clinical  and  scientific  advantages  of  an  interpersonal  taxonomy, 
particularly  in  diagnosis  and  treatment  planning.  The  authors  con- 
tended, on  the  basis  of  a review  of  available  literature,  that  the 
DSM-III  categories  of  dysfunction  can  be  translated  into  particular 
categories  of  interpersonal  behavior. 

For  the  most  part,  the  theories  of  interpersonal  matching  of 
patients  and  therapists  have  their  roots  in  Sullivan's  Interpersonal 
Psychiatry  (Sullivan,  1965).  He  conceptualized  "personality”  as  an 
interpersonal  product  of  the  psychosocial  history  of  an  individual 
and,  consequently,  defined  psychotherapy  in  terms  of  the  dynamic 
interplay  between  client  and  therapist.  Sullivan  recognized  the 
"complementary"  and  "antagonistic"  nature  of  the  tensions  created 


by  particular  matches  of  interpersonal  needs  in  human  relationships. 
His  conception  of  emotional  reciprocity  was  central  to  the  theories 
of  patient-therapist  matching  derived  from  Sullivan's  theory.  In 
any  interpersonal  situation,  psychotherapy  included,  as  each  parti- 
pant's  needs  are  expressed,  they  are  met  by  the  other  participant's 
needs,  and  these  needs  can  be  either  aggravated  or  satisfied.  In  this 
sense,  Sullivan  identified  the  dyadic  interaction  as  the  fundamental 
unity  of  psychotherapy.  In  succession,  Leary  (1957),  Carson  (1969), 
and  Benjamin  (1974)  operationalized  and  developed  Sullivan's  Ideas 
(Berzins,  1977). 

Leary  and  his  colleagues  at  the  Kaiser  Foundation  in  Oakland 
developed  a classification  system  known  as  the  Interpersonal  Circle 
(See  Figure  1) — a circular  arrangement  of  predominant  interpersonal 
operations  or  "reflexes"  built  around  two  orthogonal  axes  (love-hate 
and  dominance-submission).  The  circumplex  was  constructed  by  placing 
the  two  orthogonal  dimensions  perpendicular  to  each  other  creating 
four  quadrants  with  each  quadrant  containing  two  octants — Managerial  - 
Autocratic  and  Responsible-Hypernormal  in  the  Dominance-Love  quadrant, 
Cooperative-Conventional  and  Docile-Dependent  in  the  Love-Submission 
quadrant,  Self-effacing-Masochistic  and  Rebellious-Distrustful  in  the 
Hate-Submission  quadrant,  and  Aggressive-Sadistic  and  Competitive- 
Narcissistic  in  the  Hate-Dominance  quadrant.  Further,  each  octant  is 
divided  into  two  "reflexes."  The  circular  arrangement  is  utilized  so 
that  the  sector  of  the  circle  reveals  what  Interpersonal  operations 
are  involved,  and  the  distance  from  the  center  indicates  how  extreme 
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can  be  used  to  "diagnose"  an  individual's  predominant  interpersonal 

In  regard  to  patient-therapist  matching,  individuals  are  pre- 
sumed to  reciprocate  each  other's  affective  disposition  directly  and 
to  complement  each  other's  stance  on  dominance-submission.  That  is, 
each  individual's  reflex  pulls  its  complementary  reflex  from  other 
individuals  in  dyadic  intercourse  (1 -e. , dominance  provokes  submission 
and  vice  versa,  love  elicits  love,  and  hate  elicits  hate). 

Carson  (1969)  developed  a simplified  version  of  the  Interpersonal 
Circle  to  code  social  behaviors  into  the  four  quadrants  in  the  Leary 
Circumplex.  This  arrangement  was  used  to  define  four  “complementary" 
combinations  in  dyadic  interactions  (i.e.,  friendly  dominance  (F-D)  and 
friendly  submission  (F-S)  and  vice  versa  and  hostile  dominance  (H-D) 
and  hostile  submission  (H-S)  and  vice  versa).  This  analysis  was  the 
basis  for  Carson's  discussion  of  psychotherapy.  He  contended  that 
patients  tend  to  maintain  rigid  interpersonal  styles  and  that  the 
purpose  of  the  diagnostician  was  to  ascertain  the  patient's  style  and 
supply  a therapist  with  a complementary  interpersonal  style.  Non- 
complementary therapists  should  be  avoided  because  of  the  instability 
of  the  treatment  relationship  in  such  cases.  The  function  of  the 
therapist  is  to  engage  the  patient  in  a complementary  fashion  initially 
but  to  avoid  prolonged  complementary  reciprocation  because  it  would 
result  in  a therapeutic  relationship  as  rigid  and  Inflexible  as  the 
patient's  original  interpersonal  style.  The  therapist  should  be 
flexible  in  his/her  interpersonal  operations  so  that  he/she  can 
strategically  “move"  the  patient  around  the  Interpersonal  Circle  via 


therapeutic  maneuvers.  This  movement,  according  to  Carson,  is  the 
therapy. 

The  most  recent  extension  of  Sullivan's  ideas  is  Benjamin's 
Structural  Analysis  of  Social  Behavior  (SASB).  Benjamin  (1974)  used  the  same 
orthogonal  dimensions  defined  by  Leary  to  construct  a more  explicit 
and  detailed  structure  based  on  behavioral  opposites,  complements,  and 
antedotes  (See  Figure  2).  The  SASB  structure  was  constructed  on  the 
basis  of  mathematical  logic  and  extensive  empirical  analyses.  It 
includes  three  diamond-shaped  planes  or  surfaces.  The  top  surface 
depicts  interpersonal  behaviors  by  their  effect  on  the  other  person. 

The  middle  surface  depicts  behaviors  initiated  by  the  self.  Opposite 
behaviors  appear  at  180  degrees  from  each  other  on  the  same  plane  so 
that,  for  example,  the  opposite  of  115,  "friendly  listen”  is  135, 

"accuse,  blame."  Complementary  behaviors,  behaviors  that  tend  to  pull 
each  other  in  social  interchange,  are  at  corresponding  positions  on  the 
surfaces  so  that,  for  example,  the  complement  of  235,  “whine,  defend, 
justify"  is  135,  "accuse,  blame."  Antidotes  are  complements  of  oppo- 
sites so  that,  for  example,  the  antidote  of  235,  "whine,  defend, 
justify"  is  115,  "friendly  listen."  The  bottom  surface  portrays  when 
the  behaviors  on  the  top  two  surfaces  are  turned  Inward. 

Although  Benjamin's  analysis  is  more  automatic  and  detailed,  she 
concurred  with  Carson  in  suggesting  that  complementary  behaviors  create 
stable  relationships  and  that  the  purpose  of  therapy  is  to  identify 
the  patient's  Interpersonal  style  and  supply  of  antidote  in  a strategic 
fashion. 

The  models  of  patient-therapist  matching  proposed  by  Benjamin, 

Carson,  and  Leary  are  supported  by  extensive  empirical  and  clinical 
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data.  Some  of  this  support  for  their  models  is  reviewed  below  (also 
see  Berzins,  1977).  Particular  emphasis  is  placed  on  research  in- 
volving dependency  and  hostility  in  clientele  and  "complementary" 
behavior  in  treatment  personnel. 

One  area  of  empirical  studies  that  buttresses  these  theories  of 
interpersonal  reciprocity  in  treatment  relationships  is  research  find- 
ing therapist  behavior  to  be  a function  of  client  behavior.  Heller, 
Myers,  and  Kline  (1963)  trained  actors  to  portray  the  patient  roles  in 
the  four  quadrants  of  the  Interpersonal  Circle  (F-D,  F-S,  H-D,  and 
H-S)  in  order  to  study  interviewer  behavior  as  a function  of  client 
input.  Trained  raters  judged  the  interviewers'  behavior  on  the  Leary 
Interpersonal  Check  List  (ICL),  and  the  results  were  coincident  with 
the  models  of  interpersonal  matching.  Client  dominance  evoked  passive 
interviewer  behavior,  and  client  dependence  evoked  interview  activity 
and  hyperresponsibility.  Client  friendliness  evoked  agreeable  inter- 
viewer behavior,  and  client  hostility  evoked  hostile  interviewer 
behavior. 

Beery  (1970)  found  that  the  affective  quality  of  patients'  com- 
munication influenced  therapists'  responses.  Therapists  tended  to 
respond  in  a positive  and  agreeable  fashion  to  a tape-recorded  analog 
of  a patient  manifesting  a friendly  attitude  and  tended  to  respond  in 
a more  hostile  fashion  when  presented  with  a hostile  patient  communica- 
tion. Mueller  and  Dilling  (1968)  used  the  Leary  method  to  examine  the 
reciprocal  effects  of  therapist-client  interview  behavior.  They 
found  that  hostile-competitive  behavior  in  therapists  was  associated 
with  hostile-competitive  and  passive-resistant  behavior  in  clients 
and  that  friendly-dominant  behavior  in  therapists  was  associated  with 


support-seeking  behavior  in  clients  and  low  client  hostility.  Mueller 
and  billing  concluded  that  the  relationship  between  therapist  hostile- 
competitive  behavior  and  client  "counter-behavior"  may  be  indicative 
of  "therapeutic  responsivity." 

Other  researchers  have  found  that  certain  patient  characteristics 
elicit  particular  dispositional  responses  in  therapists  (also  see 
Pope,  1977).  In  a study  of  sex  differences  in  patients,  Parker  (1967) 
found  that  therapists  who  scored  higher  on  dominance  on  the  Gough 
Adjective  Check  List  were  more  likely  to  exhibit  directive  verbaliza- 
tions and  less  likely  to  exhibit  nondirective  verbalizations.  Further, 
Parker  found  that  therapist  dominance  was  related  to  the  sex  of  the 
client.  Therapist  nondirective  behavior  was  associated  with  female 
clients,  and  therapist  directive  behavior  was  associated  with  male 
clients.  Bohn  (1967)  examined  therapist  directiveness  in  relation  to 
the  affective  disposition  of  tape-recorded  client  presentations  and 
found  that  therapists  were  increasingly  directive  to  the  "typical," 
"hostile,"  and  "dependent"  clients,  respectively. 

A second  area  of  empirical  research  that  supports  the  theories 
of  patient-therapist  matching  is  based  on  the  finding  that  comple- 
mentary pairs  of  therapists  and  clients  are  more  likely  to  achieve  a 
successful  treatment  outcome.  Swensen  (1967,  1973)  scored  MMP!  pro- 
files of  pairs  of  therapists  and  patients  in  order  to  determine  their 
respective  placements  on  the  Leary  Circumplex.  He  found  that 
improvement  proportions  (improved  versus  unimproved)  were  higher  when 
dyad  members  were  complementary  on  the  dominance-submission  dimension 


similar  on  the  affective 
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In  an  extensive  application  of  patient-therapist  matching, 
Berzins  (1977)  reported  a four-year  program  to  develop  appropriate 
pairings  of  therapists  and  patients  in  a university  clinic  emphasizing 
short-term  treatment.  Therapists'  personality  characteristics  were 
assessed  using  the  Personality  Research  Form  which  includes  measures 
of  impulse  control,  ambition,  acceptance,  dominance,  caution,  and 
abasement.  Patients  were  assessed  on  four  Interpersonal  roles  (avoid- 
ance of  others,  turning  against  self,  dependency  on  others,  and  turning 
toward  others  and  self).  The  overall  finding  was  that  complementary 
pairs  were  the  most  successful— i .e. , positive  therapy  outcome  was 
associated  with  submissive,  inhibited,  passive  patients  paired  with 
dominant,  expressive,  structure-offering  therapists  and  vice  versa. 

The  third  area  of  research  supporting  the  notions  of  patient- 
therapist  matching  concerns  the  dynamic  development  of  the  interper- 
sonal relationships  in  treatment.  Crowder  (1972)  used  Leary's  ICL  to 
examine  the  relationship  of  therapist  ''countertransference"  to  treat- 
ment outcome.  He  found  that  all  therapists  demonstrated  counter- 
transference (affective)  reactions  to  clients.  Successful  therapists 
were  more  hostile-competitive  and  less  passive-resistant  in  their 
countertransference  reactions  in  the  early  stages  of  treatment  than 
unsuccessful  therapists.  Further,  successful  therapists  emitted  more 
friendly-dominant  and  less  hostile-dominant  behavior  in  the  later 
stages  of  treatment.  Crowder  concluded  that  active  and  spontaneous 
countertransference  early  in  treatment  and  resolution  of  such  trans- 
ference later  in  treatment  characterizes  effective  psychotherapy. 


Dietzel  and  Abeles  (1975)  also  reported  results  that  are  consonant 
with  Carson's  and  Benjamin's  (1974)  conceptions  of  the  development  of 
the  successful  treatment  relationship.  In  examining  therapeutic  relation- 
ships on  the  Leary  dimensions,  these  authors  assessed  treatment  outcome 
via  clinicians'  ratings  of  pre-  and  post-treatment  MMPI  data.  Success- 
ful client-therapist  pairs  experienced  a period  of  non-complementarity 
in  the  middle  phases  of  treatment.  Dietzel  and  Abeles  concluded  that 
these  therapists  were  provoking  client  change  by  violating  clients' 
constricted  interpersonal  behavior  and  promoting  new  behavioral  modes. 

Research  examining  the  relative  effectiveness  of  directive  versus 
nondirective  treatment  approaches  (Orlinsky  and  Howard,  1978;  Strupp 
and  Bergin,  1969;  Garfield  and  Bergin,  1971;  Pope,  1977;  Mitchell, 

Bozarth,  and  Krauft,  1977)  also  contributes  to  the  notion  that  clients 
benefit  from  an  appropriate  pairing  with  treatment  dispositions.  The 
focus  of  this  area  of  research  is  the  examination  and  identification  of 
the  conditions  under  which  directive  and/or  nondirective  treatment 
approaches  are  indicated. 

In  two  studies  out  of  the  Pennsylvania  State  University,  Ashby, 

Ford,  Guerney,  and  Guerney  (1957)  and  Baker  (1960)  examined  the 
therapeutic  effectiveness  of  "leading"  versus  "reflective"  treatment 
styles  when  paired  with  certain  client  characteristics.  Ashby  et  al. 
(1957)  trained  clinical  psychologists  to  use  leading  and  reflective 
therapy  styles.  They  found  that  clients  who  were  more  defensive  before 
therapy  tended  to  behave  more  defensively  in  the  leading  therapy  and  less 
defensively  in  the  directive  therapy.  In  addition,  clients  who  entered 
treatment  with  a greater  need  to  be  deferent  felt  more  defensive  in 
the  reflective  therapy,  and  clients  who  entered  treatment  with  a 
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to  directive  treatment.  Along  similar  lines,  Friedman  and  Dies  (1974) 
and  Kilman  and  Howell  (1974)  found  that  client  externality  on  Rotter's 
I-E  dimension  was  associated  with  preference  for  more  structure  and 
direction  in  treatment.  Gordon  (1957)  and  Murray  (1956)  have  also 
found  directive  treatment  approaches  to  be  differentially  effective. 
Gordon  found  that  “leading”  therapy  was  more  effective  than  "following” 
therapy  in  lifting  hypnotically  induced  hostility.  Murray  found  that 
“active”  therapist  responses  were  associated  with  an  increase  in 
patient  expression  of  feeling— both  positive  and  negative— and  particu- 
larly associated  with  an  increase  in  patient  expression  of  feeling 
toward  the  therapist. 

The  grounding  assumption  of  the  theory  and  research  on  patient- 
therapist  matching  according  to  interpersonal  style  is  that  psycholog- 
ical treatment  is  based  on  the  active  and  reciprocal  interaction  of 
the  participants.  The  patient’s  needs  and  characteristics  (e.g., 
dependency  and  hostility)  interact  with  the  therapist's  needs  and 
characteristics  (e.g.,  dominance  and  hostility),  and,  if  the  match  of 
patient  and  therapist  interpersonal  styles  is  complementary,  the 
pairing  is  conducive  to  treatment  success.  Further,  these  conditions 
are  especially  critical  in  the  early  phases  of  therapy  so  that  the 
treatment  relationship  is  strong  and  stable.  The  task  of  the 
therapist  throughout  the  remainder  of  treatment  is  conceptualized  as 
avoiding  prolonged  complementary  reciprocation  of  the  patient's 
Interpersonal  behaviors  by  manipulating  and  "moving”  the  patient's 
rigid  interpersonal  style  into  other  Interpersonal  operations. 

In  discussing  client  dependency  in  psychotherapy,  Snyder  (1963) 
concurred  with  the  above  analysis.  He  recommended  that  the 


psycho- therapist  assume  a directive  and  structural  treatment  orientation 
in  the  early  phases  of  therapy  with  dependent  and  counterdependent 
patients  in  order  to  encourage  dependency  for  the  purpose  of  building 
a stable  therapeutic  relationship.  He  reasoned  that  the  patient  will 
be  unable  to  change  without  the  security  of  having  his/her  dependency 
needs  met,  however,  the  therapist  may  eventually  encourage  the  patient 
to  assume  more  responsibility  for  his/her  decisions  by  relinquishing 
the  directive  orientation.  Snyder  also  cautioned  the  psychotherapist 
to  be  aware  of  client  hostility  resulting  from  frustration  due  to 
unmet  dependency  needs.  Although  he  recognized  that  the  patient  may 
not  consciously  "want"  his/her  dependency  needs  met,  Snyder  contended 
that  it  is  the  therapist's  responsibility  to  actively  engage  both  the 
dependency  and  the  resulting  hostility. 

Other  authors  have  contributed  to  the  notion  that  successful 
treatment  requires  that  the  therapist  actively  engage  the  client’s 
interpersonal  disposition.  In  a review  of  literature  on  therapist 
countertransference,  Strupp  and  Bergin  (1969)  concluded  that,  generally 
speaking,  therapist  conflicts  in  relation  to  hostility,  dependency, 
warmth,  intimacy,  etc.,  have  an  inhibiting  effect  on  the  patient's 
performance  in  psychotherapy.  Mueller  and  Oilling  (1968)  concluded 
that  therapeutic  responsivity  is  based  on  the  ability  of  the  therapist 
to  exhibit  reciprocal  behavioral  responses  to  client  overtures,  includ- 
ing competitive-hostile  behavior. 

Bandura,  Lipsher,  and  Miller  (1960)  examined  the  therapist 
responses  to  patients'  expressions  of  hostility  in  light  of  therapists' 
anxiety  about  hostility.  They  found  that  therapists  who  scored  lower 
in  hostility  anxiety  were  more  likely  to  express  hostility  directly  in 
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therapy  and  that  therapists  with  a strong  need  for  approval  were  more 
likely  to  avoid  patient  hostility  than  were  therapists  who  were  lower 
in  need  for  approval.  Further,  therapist  expression  of  hostility  was 
positively  related  to  client  expression  of  hostility  and,  in  comple- 
mentary fashion,  therapist  avoidance  of  hostility  led  clients  to 
either  stop  discussion  of  a particular  topic  or  to  change  the  topic 
of  discussion.  This  effect  was  strongest  when  the  therapist  was  the 
object  of  the  client's  hostility.  In  this  way  therapist  avoidance 
led  to  inhibition  of  the  patient's  exploration  of  angry  feelings.  In 
a review  of  the  literature  on  the  expression  of  emotion  in  psychother- 
apy, Pope  (1977)  concluded: 

This  need  surprised  no  one  since  the  comnunication  of  such 
feelings  as  anxiety,  hostility,  or  depression  by  the  patient 
is  considered  to  be  central  to  the  psychotherapeutic  process. 

The  therapist's  task  is  to  prompt  such  communication.  However, 
his  capacity  to  elicit  emotional  comnunication  is  not  unrelated 
to  the  emotional  tone  of  his  own  speech.  The  preceding  section 
presented  some  evidence  that  general  affective  expressiveness 
by  the  therapist  has  a stimulating  and  evocative  effect  in  the 
patient,  (p.  382) 

Two  other  studies  support  Snyder's  analysis  of  the  psychological 
treatment  of  dependent  and  hostile  behavior  by  clients.  In  research 
on  the  way  therapists  reinforce  affective  expressions  in  patients. 
Winder,  Ahmad,  Bandura,  and  Rau  (1962)  found  that  (1)  in  the  initial 
phases  of  treatment,  if  a patient's  expressions  of  dependency  are 
approached  by  the  therapist,  the  patient  has  a greater  likelihood  of 
remaining  in  treatment,  and  (2)  if  expressions  of  dependency  and 
hostility  in  patients  are  approached  by  the  therapist,  these  behaviors 
will  increase  in  frequency.  In  similar  fashion  to  Bandura  et  al.  (1960) 
and  Pope  (1977),  the  authors  made  reference  to  the  Inhibiting  effects  of 
therapist  anxiety  about  dependency  and  hostility  and  concluded  that 


patient  will  tend 
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a lack  of  either  positive  or  negative  reinforcement  of  dependency.  In 
addition.  Winder  et  al.  (1962)  drew  a distinction  between  the  short-term 
benefits  and  the  long-term  drawbacks  of  such  a complementary  disposition. 

effects  of  positive  reinforcement  which  are  studied  here.  . . . 

It  may  be  that  in  the  long  run,  repeated  approach  on  the  part  of 
the  psychotherapist  might  have  rather  different  effects,  if 
indeed  psychotherapists  do  continue  to  respond  with  approach.  If 
approach  were  continued  at  a high  relative  rate,  patients  may 
come  to  perceive  the  psychotherapist  as  controlling;  may  simply 
become  submissive  and  progressively  more  expressive  of  dependency, 
aggression,  and  other  reinforced  categories;  may  become  anxious, 
or,  in  line  with  the  catharsis  hypothesis,  there  may  be  reduced 
expression  regarding  topics  with  repeated  ventilation,  (p.  134) 

Russell  and  Snyder  (1963)  reported  findings  similar  to  Winder 
et  al.  in  a study  of  the  effect  of  therapists'  anxiety  associated  with 
the  expression  of  hostility  by  clients.  They  arranged  for  actors  to 
play  the  roles  of  friendly  and  hostile  clients  and  assessed  therapists' 
responses.  The  authors  found  that  hostile  client  behaviors  led  to 
significantly  greater  counselor  anxiety  than  friendly  client  behavior. 

Both  Mintz,  Luborsky,  and  Auerbach  (1971)  and  Truax  (1971)  have 
provided  results  that  emphasize  the  importance  of  expressed  hostility 
by  clients  to  successful  treatment  outcome.  Mintz  et  al.  found  that 
expression  of  hostility  in  the  early  phases  of  treatment  was 
associated  with  positive  treatment  outcome  with  female  clients.  In 
studying  the  effects  of  group  psychotherapy  with  juvenile  delinquents, 
Truax  also  found  that  client  expression  of  hostility  was  associated 
with  positive  outcome. 

This  section  of  the  thesis  has  reviewed  the  literature  in  the 
field  of  psychotherapy  in  general  on  the  interpersonal  match  of 
therapists  and  clients  and  several  conclusions  are  offered.  In 
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particular,  hostile  and  dependent  behaviors  and  attitudes  expressed  by 
patients  in  psychotherapy  elicit  certain  specific  reciprocal  behaviors 
and  attitudes  in  treatment  personnel  (i.e.,  dominance  and  hostility). 
These  "complementary1'  interpersonal  behaviors  on  the  therapist's  part 
may  be  necessary  to  establish  a strong  and  stable  treatment  relation- 
ship with  the  patient.  Any  inhibition  of  these  reciprocal  responses 
in  the  therapist  may  lead  to  an  inhibition  of  the  patient's  expression 
of  affect  and,  consequently,  to  less  successful  treatment.  Moreover, 
a distinction  is  made  between  the  short-term  gains  of  maintaining  a 
complementary  disposition  toward  the  patient  in  terms  of  the  stability 
of  the  therapy  relationship  and  the  long-term  risk  of  maintaining  such 
a disposition  in  terms  of  the  rigidity  and  inflexibility  of  the  treat- 
ment relationship. 

It  is  important  to  note  literature  specific  to  the  treatment  of 
alcohol  abuse  which  is  consonant  with  these  conclusions.  Pattison  et  al. 
(1977)  recognized  potential  problems  associated  with  the  wide  range 
of  dispositions  in  treatment  personnel,  particularly  with  hostile  and 
overly  permissive  therapists.  The  analysis  in  this  section  of  the 
thesis  provides  a strategic  approach  to  understanding  the  problems 
addressed  by  Pattison  et  al. 

Armor  et  al.  (1978)  were  more  specific  in  regard  to  the  potential 
benefits  of  matching  clients  with  specific  personality  characteristics 
with  therapists  with  particular  treatment  styles.  On  the  basis  of  re- 
search by  Blane  and  Meyers  (1963)  and  Blane  (1968),  Armor  et  al.  (1978) 
proposed  that  treatment  approaches  based  on  sympathy,  support,  and  per- 
missiveness may  be  more  beneficial  for  overtly  dependent  alcoholics  and 
treatment  approaches  emphasizing  direction  and  authority  may  be  more 
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overtly  counterdependent  alcoholics.  Further, 


authors  suggested  that  treatments  that  are  more  suitable  to  alcoholic 
patients  may  affect  clients'  decisions  to  seek  and  remain  in  treatment. 

In  discussing  the  interaction  between  alcoholics  and  treatment. 
Armor  et  al . recommended  that: 


The  major  focus  of  interest  here  is  the  issue  of  client-treatment 
interactions:  the  question  of  whether  there  are  certain  treat- 
ments that  are  uniquely  successful  with  certain  types  of  clients 
because  the  treatment  is  "matched"  to  the  needs  of  the  client.  . . . 
By  examining  the  remission  rates  of  many  different  client-treat- 
ment combinations,  we  should  be  able  to  estimate  the  benefits 
that  may  be  expected  from  such  efforts  to  match  clients  to 
appropriate  treatments.  We  should  also  be  able  to  deal  with  a 
second  problem:  the  possibility  that  treatments  may  be  confounded 
with  client  characteristics.  (197B,  p.  130) 


The  Problem  of  Continuation  in  Treatment  and 

A general  conclusion  taken  from  the  literature  on  treatment  of 
alcoholism  is  that  directive  approaches  to  treatment  are  more  effective 
than  less  directive  approaches.  Support  for  this  proposition  arises 
largely  from  research  examining  the  assumption  that,  generally  speak- 
ing, therapy  attendance  is  prerequisite  to  patient  improvement.  That 
is,  the  longer  the  alcohol  abuser  is  in  treatment,  the  greater  the 
likelihood  that  he/she  will  improve. 

The  problem  of  patient  "drop  out"  is  not  specific  to  alcoholism 
treatment.  In  a review  of  research  on  client  variables  in  psycho- 
therapy, Garfield  (1978)  concluded  that  there  is  a positive  relation- 
ship between  length  of  therapy  and  outcome  in  psychotherapy  in  general 
and  emphasized  the  importance  of  treatment  meeting  the  expectations  of 
the  client  in  order  to  insure  that  the  client  will  remain  in  treatment. 


Further,  Garfield  recognized  the  problem  of  premature  termination  in 
psychotherapy  in  general.  He  reviewed  several  studies  of  length  of 
treatment  and  concluded  that: 

On  the  basis  of  the  data  presented  above,  therefore,  it  is 
apparent  that  contrary  to  traditional  expectations  concerning 
length  of  therapy,  most  clinic  clients  remain  in  therapy  for 
only  a few  interviews.  In  practically  all  of  the  clinics  studied, 
this  pattern  was  viewed  as  a problem  and  was  not  the  result  of  a 
deliberately  planned  brief  therapy.  Rather,  in  most  instances, 
the  patient  failed  to  return  for  a scheduled  appointment,  (p.  197) 
Patients  dropping  out  of  treatment  has  long  been  recognized  as  a 
particular  obstacle  to  alcoholism  rehabilitation,  in  a research  study 
spanning  five  years  and  examining  eight  outpatient  clinics  and  related 
inpatient  facilities  operated  by  state  alcoholism  programs  in  the 
eastern  United  States,  Gerard  and  Saenger  (1966)  reported  that  approx- 
imately half  of  the  789  outpatients  they  studied  attended  treatment  less 
than  four  sessions  and  that  only  about  one-fifth  of  these  patients 
attended  at  least  ten  times  during  a twelve-month  period.  Rosenberg 
and  Liftik  (1976)  found  that  outpatients  required  to  attend  treatment 
by  court  probation  tended  to  discontinue  treatment  with  the  cessation 
of  such  external  pressures  and  that  voluntary  patients  had  lower  atten- 
ance  rates  than  patients  required  to  attend  by  the  court.  In  a review 
of  literature  on  patient  retention  in  treatment,  Rosenberg,  Gerrein, 
Hanohar,  and  Liftik  (1976)  concluded  that  up  to  60%  of  patients  in 
alcoholism  treatment  fail  to  return  for  a second  visit  and  less  than 
25S  remain  for  more  than  four  visits. 

A clear  and  consistent  finding  in  research  on  alcoholism  treat- 
ment is  that  patients  who  continue  regularly  in  treatment  have  higher 
rates  of  improvement  than  patients  who  drop  out  of  treatment.  Powell 
and  Viamontes  (1974)  and  Rosenberg  (1974)  concluded  that  patients  who 
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continued  in  treatment  have  higher  rates  of  sobriety  than  patients  who 
discontinued.  Baekland  and  Lundwall  (1975)  and  Armor  et  al.  (1978)  also 
reported  that  treatment  length  is  positively  related  to  outcome.  In  a 
review  of  384  studies  of  psychologically  oriented  alcoholism  treatment 
published  during  1952-1972,  Emrick  (1975)  found  that  rates  of  improve- 
ment of  drinking  problems  increased  as  time  in  treatment  increased. 

Based  on  the  literature  presented  above,  Rosenberg,  Gerrein,  Manohar, 
and  Liftik  (1976),  Obitz  (1975),  Ditman  and  Cohen  (1959),  and  Hiller 
and  Hester  (1980)  have  concluded  that  rate  of  retention  in  treatment 
should  be  a primary  component  in  treatment  evaluation. 

Active  and  directive  treatment  approaches  have  been  found  to  be 
more  successful  than  less  directive  approaches  in  maintaining  alcoholics 
in  therapy.  Rosenberg,  Gerrein,  Manohar,  and  Liftik  found  that  coun- 
selors who  were  more  successful  in  keeping  alcoholics  in  treatment 
scored  higher  on  cluster  1 of  the  California  Personality  Inventory 
(self-assurance,  poise,  and  ascendancy).  Orbitz  showed  films  of  direc- 
tive (Albert  Ellis)  and  non-directive  (Carl  Rogers)  therapists  to 
inpatient  male  alcoholics  and  found  that  the  alcoholics  overwhelmingly 
preferred  the  directive  approach  for  their  own  treatment.  This  finding 
is  especially  provocative  considering  that  Orbitz's  subjects  perceived 
the  non-directive  approach  as  more  socially  desirable— more  considerate, 
warm,  friendly,  patient,  tolerant,  sympathetic,  and  passive— and  the 
directive  therapist  was  seen  as  more  cruel,  obnoxious,  insulting, 
annoying,  hostile,  unreasonable,  unpleasant,  cold,  active,  and 
initiating. 


In  evaluations  of  drug  treatment  of  alcohol  abuse,  Powell  and 
Viamontes  (1974),  Rosenberg  (1974),  and  Gerrein,  Rosenberg,  and 
Manohar  (1973)  have  concluded  that  "active"  treatment  approaches  are 
more  effective  with  alcoholic  patients.  Gerrein  et  al.  found  that 
patients  who  received  disulfiram  under  supervision  remained  in  treat- 
ment substantially  longer  than  patients  who  were  given  a written  pre- 
scription or  who  did  not  receive  disulfiram.  Powell  and  Viamontes 
found  that  regularity  of  attendance  at  an  alcohol  day  hospital  program 
was  associated  with  whether  or  not  patients  received  medication. 
Rosenberg  found  that  patients  at  an  alcoholism  clinic  receiving  medi- 
cation had  higher  retention  rates  than  patients  receiving  no  medication. 
These  authors  concluded  that  alcoholics  may  consider  "active"  treat- 
ment, such  as  prescribing  medication,  as  evidence  of  interest  by  treat- 
ment personnel  and  thus  respond  more  favorably  to  treatment. 

As  much  as  court-required  attendance  to  alcoholism  treatment  can 
be  considered  an  active  and  directive  treatment  approach,  and,  given 
the  goal  of  patient  retention,  court-coerced  treatment  is  an  effective 
intervention.  In  this  regard,  Rosenberg  and  Liftik  (1976)  and 
Rosenberg  (1974)  have  reported  that  patients  who  were  referred  for 
treatment  following  an  alcohol-related  offense  attended  treatment 
longer  than  voluntary  patients  irrespective  of  treatment  approach. 

In  reference  to  the  hostile  and  submissive  disposition  of  alcohol 
abusers  and  the  concomitant  dependency  conflicts  addressed  previously 
in  this  thesis,  several  authors  have  referred  to  the  connection 
between  directive  treatment  approaches  and  the  dependency  conflict 
between  treatment  personnel  and  alcoholics  in  treatment.  Goby, 

Filstead,  and  Rossi  (1974)  found  that  patients  and  staff  in  an 
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tuted  the  most  important  components  of  an  alcoholism  treatment  program. 
They  suggested  that  these  differences  are  a source  of  conflict  and  that 
this  conflict  results  from  alcoholics'  desire  for  more  direction  and 
the  treatment  regimen  is  not  responding  to  these  needs.  Radar  (1975) 
recommended  an  active  and  direct  intervention  early  in  the  treatment 
relationship  with  alcohol  abusers.  He  suggested  that  if  the  dependency 
is  not  addressed  directly,  the  dependence  on  the  therapist  will  turn  to 
resentment  and  distrust,  and,  if  the  therapist  avoids  this  direct  and 
overt  approach  to  the  dependency  he/she  is  participating  in  a "para- 
doxical alliance”  with  the  alcoholic.  Silber  (1974)  considered 
alcoholics  to  be  generally  dependent,  immature,  impulsive,  and  lacking 
a stable  sense  of  identity  and  therapists  to  be  the  wished-for  and 
needed  parent.  He  reconmended  that  the  therapist  assume  the  role  of 
parent  and  that,  consequently,  the  alcoholic  will  Improve  because  of 
the  directions  and  suggestions  of  the  longed-for  parent  who  is  now 
present  in  the  form  of  the  therapist.  In  his  review  of  psychological 
treatment  of  alcoholism,  Emrick  (1975)  suggested  that: 

. . . some  elements  in  the  treatment  environment  harm 
alcoholics  by  eliciting  thoughts  and  feelings  of  disappoint- 
ment, abuse,  neglect  or  rejection.  This  aversive  state 
functions  as  an  antecedent  to  further  drinking,  resulting  in 
fewer  patients  improving  ....  A wiser  expenditure  of 
responses  might  be  in  the  area  of  developing  strategies  to 
involve  alcoholics  in  therapy,  any  kind  of  therapy.  . . . 

(pp.  94-95) 

As  noted  previously,  the  problem  of  patient  drop  out  is  not 
specific  to  alcoholism  treatment.  The  solutions  to  this  problem  also 
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generalize  across  clinical  issues.  In  Garfield's  (1978)  review  of  client 
variables  in  psychotherapy,  in  general,  he  recognized  that  incongruence 
between  patient  expectations  of  treatment  and  therapist  expectations  is 
likely  to  lead  to  an  unstable  treatment  relationship  and  recommended 
the  appropriate  match  of  patient  treatment  approach  as  a remedy  to 
premature  termination. 


Assessing  Treatment  Outcome 

The  evaluation  of  the  outcome  of  treatment  of  alcohol  abuse  pre- 
sents an  imposing  task  for  any  research  project.  One  conclusion  offered 
previously  in  this  paper  is  that  continuation  in  treatment  is  a viable 
outcome  measure.  This  section  of  this  thesis  includes  a discussion  of 
the  assets  and  liabilities  of  other  outcome  measures,  an  examination 
of  the  interrelationships  among  outcome  measures,  and  philosophy  of 
evaluating  treatment  outcome. 

The  literature  on  evaluation  of  outcomes  of  psychotherapy  in 
general  is  relevant  to  this  discussion.  In  a review  of  the  literature 
on  evaluation  of  treatment  outcome,  Bergin  and  Lambert  (1978)  concluded 
that  measuring  kinds  of  change  is  the  task  of  treatment  evaluation,  not 
whether  or  not  a uniform  change  occurred.  Further,  these  authors  argued 
for  assessment  of  both  behavior  changes  in  clients  and  of  changes  in 
internal  states  of  clients  following  treatment.  Simply  stated,  Bergin 
and  Lambert  contended  that  change  in  patients  following  psychotherapy 
is  multidimensional.  These  authors  also  argued  for  several  different 
kinds  of  outcome  measures  following  treatment  because  of  the  "falli- 
bility" of  almost  all  measures  with  the  single  exception  of  length  of 
treatment  because  of  its  objective  nature. 


Both  Bergin  and  Lambert  and  Mintz  (1977) 
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ehotic  who  would,  most  probably,  become  overtly  psychotic.  If  abstinence 
were  required,  improvement  in  functioning  in  other  areas  could  be  pre- 

The  Interrelationship  of  other  life  problems  with  alcohol  problems 
is  a fundamental  issue  for  Pattison  et  al.  in  arguing  for  multivariant 
outcome  measures.  They  cite  an  abundance  of  studies  examining  other 
outcome  criteria  including  emotional  adjustment,  interpersonal  rela- 
tions, social  adaptation,  vocational  stability,  and  physical  health 
which  support  the  notion  "that  abstinent  alcoholics  sometimes  show 
no  rehabilitation  or  even  deteriorate  in  their  life  adjustment  despite 
abstinence;  conversely,  nonabstinent  alcoholics  may  show  partial  or 
total  rehabilitation  in  terms  of  these  other  life  variables"  (p.  37). 

Four  such  studies  reviewed  by  Pattison  et  al.  are  presented  below. 

Pattison,  Headley,  Gleser,  and  Gottschalt  (1968)  used  standardized 
interviews  to  assess  mental  health,  physical  health,  interpersonal 
health,  and  vocational  health  in  the  Cincinnati  Alcoholism  Clinic  and 
found  that  abstinence  and  healthy  life  adjustment  are  independent 
dimensions.  In  comparing  alcoholics  whose  drinking  is  mainly  controlled 
with  alcoholics  whose  drinking  is  mainly  uncontrolled,  Orford  (1973) 
also  found  that  drinking  alone  does  not  account  for  change  in  other 
areas  of  clients'  lives.  On  the  basis  of  clinical  interviews  and 
sociological  records,  Sobell  and  Sobell  (1976)  found  that  change  in 


drinking  behavior  are  not  necessarily  related  to  changes  in  vocational 
functioning  and  general  adjustment.  Finally,  Pattison,  Coe,  and  Doerr 


(1973)  used  the  same  structured  interview  procedure  developed  by 
Pattison  et  al.  (1968)  and  found  that  changes  in  drinking  behavior  were 
not  absolutely  related  to  changes  in  physical  health,  interpersonal 
health,  and  vocational  health. 

Pattison,  Sobell,  and  Sobell  offered  this  statement  in  regard  to 
the  evaluation  of  alcoholism  treatment  outcome: 

Whatever  the  nature  of  the  drinking  variable,  there  is  no  nec- 
essary correlation  with  the  other  variables  of  life  health  out- 
come. Change  or  no  change  in  drinking  status  is  not  highly 
predictive  of  changes  in  these  other  variables,  although  there 
is  a positive  association  between  improvement  in  drinking  and 
improvement  in  other  areas  of  life  health.  It  is  a reasonable 
clinical  assumption  that  a person  will  be  able  to  achieve  better 
adaptation  in  other  life  areas  if  his  drinking  improves.  However, 
there  are  two  confounding  sets  of  possible  alternative  outcomes: 
(1)  drinking  may  not  improve  while  there  may  be  improvement  in 
other  aspects  of  life  health,  (2)  drinking  may  improve  while 
there  may  be  no  change  or  even  deterioration  in  other  areas  of 
life  health.  (1977,  p.  207) 

One  final  issue  surrounding  the  assessment  of  alcoholism  treat- 
ment outcome  should  be  addressed,  the  reliability  and  validity  of 
patient  self-reports  of  drinking  behavior.  Bergin  and  Lambert  (1978) 
recognized  a "host  of  biasing  procedures"  in  patient  self-report  data 
In  general  and  recotmended  the  use  of  collateral  outcome  measures  in 
assessing  outcome  of  psychotherapy. 

Pattison,  Sobell,  and  Sobell  reviewed  studies  which  investigated 
the  reliability  and  validity  of  self-reports  of  drinking  by  alcoholism 
patients  and  concluded  that  the  existing  evidence  supports  the  adequacy 
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CHAPTER  III 


METHOD 

Subjects 

Treatment  staff  from  six  different  centers  that  offer  services  for 
alcohol  abusers  were  contacted.  Of  those,  staff  from  three  centers  con- 
sented to  participate  in  the  project.  The  expressed  reasons  for  not 
participating  provided  by  the  other  three  centers  tended  to  involve  a 
reaction  to  the  time  and  energy  involved  in  such  a project.  Two  of 
these  agencies  also  expressed  some  philosophical  reservations  such  as 
"not  believing"  in  research. 

The  agencies  that  participated  were  two  alcohol  treatment  services 
out  of  the  Northern  Nebraska  Comprehensive  Mental  Health  Center  in 
Norfolk,  Nebraska  and  in  Columbus,  Nebraska  and  the  Alcoholism  Treatment 
Center  out  of  the  Sunset  Mental  Health  Center  in  Brooklyn,  New  fork. 

All  three  of  these  agencies  are  based  in  community  mental  health  centers. 
None  of  them  offer  inpatient  treatment  but  each  is  frequently  involved 
in  referrals  to  inpatient  programs. 

Within  agencies,  some  staff  members  decided  not  to  participate  from 
the  start  of  the  project  and  some  staff  members  who  decided  to  partici- 
pate in  the  beginning  actually  did  not  participate.  Seven  staff  members 
are  included  in  this  study.  They  represent  an  age  range  from  the  mid- 
twenties to  the  mid-forties.  Two  of  them  had  previously  received  the 
Ph.D.  in  psychology,  and  two  were  in  the  final  stages  of  doctoral  pro- 
grams in  psychology.  Two  others  were  ex-abusers  themselves  and  both  had 


received  formal  training  in  the  treatment  of  alcohol  abuse.  The  final 
staff  member  who  participated  had  previously  received  the  M.A.  psycholo- 
gy. Only  one  of  the  participating  staff  members  did  not  have  extensive 
experience  in  treating  alcohol  abusers.  Each  of  the  other  staff  members 
had  at  least  one  year  experience  within  their  treatment  program.  Two 
of  the  participating  treatment  personnel  were  female. 

Twenty-four  individuals  in  treatment  for  alcohol  abuse  were  included 
in  the  project,  fourteen  attended  treatment  on  a voluntary  basis,  and 
ten  were  required  to  attend  treatment  by  the  court.  All  of  the  clients 
were  caucasion;  only  two  were  female.  They  ranged  in  age  from  eighteen 
to  sixty-four. 

The  twenty-four  treatment  cases  were  selected  from  only  psycho- 
therapeutic cases  involving  alcohol  abuse  with  the  potential  of  long- 
term individual  therapy.  Since  length  of  treatment  was  a variable  to 
be  considered  in  this  study,  all  cases  initially  included  that  resulted 
in  outcome  data  were  examined  regardless  of  whether  the  patient  left 
treatment  prior  to  completion.  Each  client  agreed  to  participate  on  the 
basis  of  receiving  fifteen  dollars  compensation  following  completion  of 
the  post-treatment  questionnaires. 


Current  Adjustment  Rating  Scale  (CARS) 

In  a review  of  techniques  and  issues  in  assessment  of  treatment 
outcome,  Bergin  and  Lambert  (19781  presented  evaluation  instruments  that 
they  considered  to  be  useful  and  valid.  One  such  instrument  that  has 
been  used  extensively  is  the  Current  Adjustment  Rating  Scale  developed 
by  Miles,  Barrabee,  and  Finesinger  (1951a)  and  later  adapted  by  Truax 
(Berzins,  Bednar,  and  Severy,  1975). 


The  CARS  device 


completed  by  clinical  observers 


significant  others  as  well  as  by  therapists  and  patients  under  differ- 
ing instructional  sets.  The  scale  consists  of  14  nine-point  Likert- 
type  scales  with  which  the  respondent  can  evaluate  the  patient's 
current  functioning  (e.g.,  overall  adjustment,  recent  changes,  extent 
of  living  up  to  personal  and  vocational  potential,  ability  to  work 
steadily),  various  current  satisfactions  (e.g.,  life,  work,  sex, 
leisure-time  activities,  relationships  with  friends,  relatives,  spouse, 
partners),  and  aspects  of  the  patient's  social  stimulus  value  (e.g., 
likeability  to  others,  likeability  to  the  therapist,  others'  satisfac- 
tions in  relationships  involving  the  patient).  The  sum  of  the  ratings 
across  all  14  areas  represents  the  patient's  current  life  adjustment 
with  high  scores  indicating  favorable  adjustment. 

Miles,  Barrabee,  and  Finesinger  (1951a,  1951b)  and  Berzins,  Bednar, 
and  Severy  (1975)  provided  data  that  support  the  reliability  and 
validity  of  the  CARS  instrument.  Miles  et  al.  (1951a)  examined  ten 
case  studies  across  four  independent  raters  for  both  "initial"  and 
"follow-up"  ratings  on  occupational  adjustment,  interpersonal  relation- 
ships, marital  adjustment,  and  sexual  adjustment.  The  four  observers 
agreed  exactly  in  20*  of  the  ratings,  showed  a disagreement  of  one 
point  in  the  scale  in  58*,  and  differed  by  two  points  in  the  scale  in 
22*.  No  disagreements  by  more  than  two  points  occurred.  These  differ- 
ences were  partially  discounted  when  the  separate  ratings  were  combined 
into  an  assessment  of  total  social  adjustment. 

Two  of  the  raters  repeated  their  appraisals  of  15  cases  after  a 
lapse  of  six  to  eight  months  to  check  consistency.  On  the  four 
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dimensions,  one  rater  checked  his  own  results  exactly  in  74S  of  the 
instances  and  differed  by  a single  point  in  26 S.  The  second  rater 
checked  his  own  results  exactly  in  70S  and  showed  a discrepancy  of 
one  point  in  30*. 

In  addition.  Miles  et  al.  (1951b)  reported  a "close  correlation" 
between  clinicians'  evaluations  and  patients'  self-evaluations  on  the 
CARS  dimensions. 

Berzins  et  al.  (1975),  in  a study  of  multi-source  evaluations  of 
therapeutic  outcome,  concluded  that  the  CARS  instrument  may  be  the  most 
promising  instrument  they  examined  because  of  its  strong  relationship 
to  other  measures  of  improvement  and  because  of  its  brevity.  The 
authors  used  the  MMPI,  Psychiatric  Status  Schedule,  Rogers  and  Dymond's 
0 Sort,  and  the  CARS  device  to  study  the  relationship  among  outcome 
measures  In  79  client- therapist  dyads.  Sources  of  ratings  came  from 
therapists,  clients,  and  trained  observers.  Positive  outcomes  were 
recorded  across  Instruments  and  across  sources  of  ratings. 

Khavari  Alcohol  Test  (KAT) 

The  extent  and  pattern  of  alcohol  consumption  by  particular 
drinkers  was  assessed  via  the  Khavari  Alcohol  Test  (Khavari  and  Farber, 
1978)  which  is  an  expanded  and  modified  version  of  a quantity-frequency 
index  of  alcohol  consumption  developed  by  Calahan,  Cisin,  and  Crossley 
(1969).  The  KAT  is  designed  to  provdie  a comprehensive  description  of 
the  respondent's  drinking  pattern. 

A variety  of  other  information  can  be  gleaned  from  the  profile, 
including  (1)  the  wi thin-subject  (or  group)  variation  of  drink- 
ing. By  having  separate  scales  for  the  three  beverages,  any 
differences  in  the  amount  or  pattern  of  drinking  beer,  wine  and 
spirits  can  be  easily  assessed.  (2)  The  degree  to  which  an 


Rogers  and  Dymond  Outcome  Evaluation  Form 


In  a review  of  therapist  evaluation  of  treatment  outcome,  Bergin 
and  Lambert  (1978)  concluded  that  the  rating  scale  developed  by  Rogers 
and  Dymond  (1954)  may  be  the  measure  of  choice  for  assessment  made 
directly  by  the  therapist  as  it  has  been  shown  to  correlate  positively 
with  other  more  sophisticated  and  time-consuming  measures  (Cartwright, 
Kirtner,  and  Fiske,  1963  and  Lorr,  McNair,  Michaux,  and  Raskin, 

1962). 

For  the  purposes  of  the  investigation  of  alcoholism  treatment, 
one  item  was  added  by  this  author  (Ansel,  1981).  This  additional 
item  is  designed  to  assess  therapists'  judgment  of  drinking  outcome. 

The  Rogers  and  Dymond  Scale  was  based  on  a research  project  examining 
"therapeutic  movement”  in  23  treatment  cases.  The  particular  items 
adapted  for  this  study  were  intercorrelated  with  measures  of  process 
variables  and  were  found  to  correlate  positively  with  two  other  out- 
come measures  (Thematic  Apperception  Test  and  a self-description  Q Sort 
measure)  in  the  research  by  Rogers  and  Dymond. 

Behavioral  Analysis  System 

Client-therapist  interactions  were  examined  in  the  current  research 
via  the  interpersonal  system  of  behavioral  analysis  developed  by  Leary 
(1957)  and  elaborated  by  Freedman,  Leary,  and  Coffey  (1951)  and  LaForge 
and  Suczek  (1955).  The  particular  method  of  audiotape  analysis  used 
in  this  research  is  adapted  from  a procedure  originally  presented  by 


Abeles  (1975). 
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According  to  this  system  of  Interaction  analysis,  each  response 
unit  (an  uninterrupted  speech)  by  a therapy  participant  is  scored  and 
located  in  one  of  the  four  Leary  quadrants.  Raters  were  instructed  to 
empathize  in  order  to  rate  responses  according  to  the  position  of  the 
person  to  whom  the  behavior  was  directed. 

These  ratings  on  the  Interpersonal  Scoring  System  provide  the  data 
from  which  therapist  complementarity  indices  were  calculated.  This 
index,  developed  by  Dietzel  and  Abeles,  is  designed  to  reflect  the 
level  of  response  by  response  complementarity  exhibited  by  a therapist. 

To  accomplish  this  the  authors  constructed  a 4 x 4 interaction  matrix. 

Each  interaction  cell  is  weighted  (3,2  or  1)  to  indicate  the  level 
of  complementarity  in  a particular  behavioral  exchange.  The  com- 
plementarity index  for  a specific  segment  of  interchange  between  a 
client  and  therapist  is  calculated  by  inserting  the  proportions  of 
rated  interactions  into  the  appropriate  cells,  multiplying  each  pro- 
portion by  the  cell  weighting,  and  summing  the  weighted  proportions  across 
all  16  cells.  Larger  complementary  index  values  indicate  higher  levels 
of  therapist-client  complementarity. 

In  addition,  interpersonal  behaviors  according  to  the  Leary 
dimensions  were  assessed  for  clients  and  therapists  for  each  audio- 
taped  segment  of  psychotherapy.  These  interpersonal  operations  were 
calculated  in  terms  of  the  proportion  of  responses  in  each  of  the  four 
Leary  quadrants. 


Procedure  for  Data  Collection 

In  each  agency  that  participated  in  the  research,  the  project  was 
presented  in  a formal  presentation  at  a staff  meeting.  The  focus  of 


this  presentation  was  on  the  practical  requirements  that  the  staff  were 
asked  to  meet  for  data  collection.  The  development  of  the  thesis  and 
the  experimental  hypotheses  were  not  discussed.  At  the  end  of  the 
presentation,  the  Informed  Consent  Form  for  Counselors  (see  Appendix  A) 
was  presented  to  the  staff  so  that  they  could  indicate  whether  or  not 
they  were  willing  to  participate. 

Each  agency  was  provided  with  a set  of  cover  sheets  to  organize 
the  data  for  each  client-therapist  dyad.  The  cover  sheet  (see  Appendix  B) 
identified  the  counselor,  the  client,  the  age  of  the  client,  the  sex 
of  the  client,  whether  or  not  the  client  was  required  to  attend  treat- 
ment by  the  court,  the  dates  of  each  session  that  the  client  attended, 
and  a series  of  reminders  as  to  how  to  best  facilitate  data  collection. 

In  addition,  arrangements  were  made  for  each  counselor  who  consented 
to  participate  to  receive  a tape  recorder  and  a set  of  audiotapes  prior 
to  each  session  with  clients  in  the  study. 

The  receptionists  at  each  of  the  mental  health  clinics  involved 
in  the  project  were  instructed  to  provide  the  Informed  Consent  Form 
(see  Appendix  C)  to  each  of  the  clients  of  consenting  counselors  prior 
to  the  initial  interview.  Each  client  who  consented  to  participate 
was  asked  to  complete  the  CARS  and  the  KAT  instruments  prior  to  the 
initial  meeting  with  the  counselor.  The  version  of  the  CARS  instrument 
that  was  presented  prior  to  treatment  appears  in  Appendix  D. 

Every  counseling  session  in  each  consenting  client-therapist  dyad 
was  audiotaped  and  labelled  by  the  counselor  with  the  following  infor- 
mation: name  of  counselor,  client  identification,  date  of  the  inter- 
view, and  sequence  of  the  interview.  Although  every  audiotape  was  not 


scored,  every  session  was  audiotaped  to  insure  that  the  final  treatment 
interview  was  recorded. 

Following  the  sixth  interview  or  following  cessation  of  treatment, 
if  counseling  was  terminated  prior  to  the  sixth  interview,  the  post- 
treatment data  was  collected.  Counselors  were  asked  to  evaluate  the 
outcome  of  treatment  on  the  adapted  version  of  the  Rogers  and  Dymond 
Outcome  Evaluation  Form.  Clients  were  asked  to  evaluate  their  drinking 
behavior  on  the  KAT  instrument  and  their  general  life  adjustment  on  the 
CARS  instrument  relative  to  their  life  experiences  since  entering 
treatment  with  their  current  counselor.  Instructions  for  this  procedure 
were  provided  on  a cover  sheet  that  was  presented  to  the  client  prior 
to  completing  the  post -treatment  questionnaires  (see  Appendix  E).  An 
item  was  added  to  the  CARS  instrument  for  post-treatment  administration. 
This  version  of  the  CARS  appears  in  Appendix  F.  If  the  client  termi- 
nated treatment  before  designating  a final  session,  the  post-treatment 
questionnaires  were  mailed  to  the  client  along  with  a request  for  com- 
pletion. Client-therapist  dyads  who  completed  only  a single  treatment 
session  were  included  in  the  data  analysis  if  post-treatment  data  was 
procured . 

Treatment  outcome  was  evaluated  from  three  sources:  (1)  dif- 
ferences between  client  pre-  and  post-scores  on  the  CARS  to  evaluate 
change  in  general  adjustment,  (2)  differences  between  client  pre-  and 
post -scores  on  the  KAT  to  evaluate  change  in  drinking  behavior,  and  (3) 
therapist  evaluation  of  outcome  on  the  Rogers  and  Dymond  scale. 


Procedure  for  Scoring  the  Audiotapes 

As  mentioned  previously,  every  counseling  session  for  each  client- 
therapist  dyad  was  audiotaped.  Only  the  first,  final  or  sixth,  and 
middle  (third  or  fourth)  sessions  between  the  first  and  final  sessions, 
however,  were  rated.  Fifteen-minute  segments  from  these  sessions  were 
scored.  The  rated  segments  began  at  fifteen  minutes  into  the  interview 
and  ended  at  thirty  minutes  into  the  interview. 

Two  graduate  students  from  a doctoral  program  in  Clinical  Psycholo- 
gy who  had  training  and  experience  in  professional  counseling  were 
trained  to  rate  audiotapes  according  to  the  Leary  dimensions.  The 
dimensions  were  Introduced  in  written  form  to  both  raters  and  the 
criteria  to  designating  quadrants  were  discussed  informally.  Practice 
tapes  were  rated  until  the  agreement  rate  on  consecutive  tapes  exceeded 
75  per  cent.  Dietzel  and  Abeles  (1975)  found  a mean  agreement  rate 
over  82  per  cent  across  raters  in  similar  research.  The  raters  were 
"blind"  to  the  experimental  hypotheses  as  well  as  to  the  sequence  of 

The  calculations  of  complementarity  according  to  the  Behavioral 
Analysis  System  were  conducted  by  the  principal  investigator  based  on 
the  evaluations  of  the  sessions  made  by  the  raters. 

Experimental  Hypotheses  and  Procedures  for  Calculation 
1.  in  initial  therapy  sessions,  alcohol  abusers  will  present  inter- 
personal operations  in  equal  proportions  on  the  Leary  dimensions. 
This  hypothesis  will  be  rejected  if  alcohol  abusers  in  treatment 
demonstrate  primarily  hostile  dependent  operations  in  initial  ses- 
sions. The  rate  of  responding  in  each  Leary  quadrant  was  calculated 


by  summing  the  number  of  utterances  in  each  category  for  both  raters 
and  dividing  by  the  number  of  total  responses  for  both  raters. 

In  initial  therapy  sessions  with  alcohol  abusers,  treatment  person- 
nel will  present  interpersonal  operations  in  equal  proportions  on 
the  Leary  dimensions.  This  hypothesis  will  be  rejected  if  treatment 
personnel  demonstrate  primarily  hostile  dominant  operations  in 
initial  sessions.  The  same  calculation  procedure  was  used  to  deter- 
mine the  proportion  of  responses  in  each  quadrant  as  described  in 
the  first  hypothesis. 

Rates  of  interpersonal  complementarity  in  therapist-client  dyads 
according  to  the  Behavioral  Analysis  System  will  be  unrelated  to 
treatment  attendance  rates.  This  hypothesis  will  be  rejected  if 
therapist-client  dyads  with  higher  rates  of  interpersonal  comple- 
mentarity have  higher  attendance  rates  than  therapist-client  dyads 
with  lower  rates  of  interpersonal  complementarity. 

Rates  of  affiliative-dominant  behavior  in  therapists  according  to 
the  Leary  dimensions  will  be  unrelated  to  improvement  in  general 
adjustment  in  alcohol  abusers  according  to  differences  in  pre-  and 
post-treatment  scores  on  the  CARS  instrument  and  according  to  thera- 
pist ratings  on  the  Rogers  and  Dymond  Outcome  Evaluation  instrument. 
This  hypothesis  will  be  rejected  if  alcohol  abusers  interacting  with 
therapists  demonstrating  more  affiliative  dominant  operations  show 
larger  Improvement  on  these  ratings  than  alcohol  abusers  interacting 
with  therapists  demonstrating  less  affiliative  dominant  behaviors. 
Rates  of  dominant  behavior  in  therapists  according  to  the  Leary 
dimensions  will  be  unrelated  to  improvement  in  drinking  behavior  in 
alcohol  abusers  according  to  differences  in  pre-  and  post-treatment 


scores  on  the  KAT  and  according  to  therapist  ratings  on  the  Rogers 
and  Dymond  Outcome  Evaluation  Form.  This  hypothesis  will  be  rejected 
if  alcohol  abusers  interacting  with  therapists  demonstrating  more 
dominant  operations  show  greater  improvement  in  drinking  behavior 
than  alcohol  abusers  interacting  with  therapists  demonstrating  less 
dominant  operations. 

The  range  of  alcohol  abusers'  interpersonal  operations  on  the  Leary 
dimensions  in  treatment  interactions  will  be  unrelated  to  improve- 
ment in  general  adjustment  according  to  differences  in  pre-  and  post- 
treatment scores  on  the  CARS  instrument  and  according  to  therapist 
ratings  on  the  Rogers  and  Dymond  Outcome  Evaluation  Form.  This 
hypothesis  will  be  rejected  if  alcohol  abusers  demonstrating  a more 
limited  range  of  interpersonal  operations  in  treatment  interactions 
show  less  improvement  in  general  adjustment  than  alcohol  abusers 
demonstrating  a greater  range  of  interpersonal  operations  in  treat- 
ment interactions.  The  range  of  interpersonal  operations  was  cal- 
culated by  summing  the  absolute  values  of  the  differences  between 
the  proportion  of  responses  in  each  quadrant  in  each  session  and  the 
rate  expected  by  chance  (.250).  Lower  values  are  associated  with 
a greater  range  of  interpersonal  operations. 

Rates  of  interpersonal  complementarity  in  therapist-client  dyads 
according  to  the  Behavioral  Analysis  System  will  be  unrelated  to 
improvement  in  drinking  behavior  according  to  differences  in  pre- 
and  post -treatment  scores  on  the  KAT  and  according  to  therapist 
ratings  on  the  Rogers  and  Dymond  Outcome  Evaluation  Form.  This 


hypothesis  will  be  rejected  if  alcohol  abusers  in  therapist-client 
dyads  with  higher  rates  of  Interpersonal  complementarity  demonstrat 


more  improvement  in  drinking  behavior  than  alcohol  abusers  ir 


therapist-client  dyads  with  lower  rates  of  interpersonal  comple- 
mentarity. 

Changes  in  predominant  interpersonal  operations  by  alcohol  abusers 
in  treatment  interactions  according  to  the  Leary  dimensions  will  be 
unrelated  to  improvement  in  general  adjustment  according  to  pre-  and 
post-treatment  scores  on  the  CARS  instrument  and  according  to  thera- 
pist ratings  on  the  Rogers  and  Dymond  Outcome  Evaluation  instrument. 
This  hypothesis  will  be  rejected  if  alcohol  abusers  demonstrating 
greater  change  in  interpersonal  operations  in  treatment  interactions 
show  more  improvement  in  general  adjustment  than  alcohol  abusers 
demonstrating  less  change  in  l nterpersonal  operations  in  treatment 
interactions.  Change  in  the  rates  of  operations  in  each  Leary 
quadrant  were  calculated  by  summing  the  absolute  values  of  the  dif- 
ferences between  the  proportion  of  responses  in  each  quadrant  from 
session  to  session.  The  difference  in  rate  in  each  quadrant  was 
calculated  by  obtaining  the  differences  from  the  initial  to  the 
middle  session,  from  the  initial  to  the  final  session,  and  from  the 
middle  to  the  final  session.  Higher  values  are  associated  with 
greater  change  in  the  kind  of  interpersonal  behavior  presented  during 
sessions. 

Client  improvement  in  drinking  behavior  according  to  differences  in 
pre-  and  post-treatment  scores  on  the  RAT  instrument  and  according 
to  therapist  ratings  on  the  Rogers  and  Dymond  Outcome  Evaluation 
Form  will  be  unrelated  to  client  improvement  in  general  adjustment 
according  to  differences  in  pre-  and  post-treatment  scores  on  the 
CARS  instrument  and  according  to  therapist  ratings  on  the  Rogers  and 
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Oymond  Outcome  Evaluation  Form.  This  hypothesis  will  be  rejected 
if  clients  demonstrating  greater  improvement  in  drinking  behavior 
show  more  improvement  in  general  adjustment  than  clients  demonstrat- 
ing less  improvement  in  drinking  behavior. 

All  of  the  statistical  analyses  in  this  thesis  were  conducted  using 
the  .05  level  of  significance  as  a cut  off  point  for  rejecting  the  null 
hypothesi s . 


CHAPTER 


RESULTS 

Because  the  length  of  treatment  was  a primary  variable  considered 
in  this  research,  whether  clients  were  required  to  attend  alcohol  treat 
ment  by  the  court  (n=10)  or  they  attended  voluntarily  (n=14)  was  moni- 
tored. Further,  these  two  groups  were  compared  on  a variety  of  other 
measures  within  the  project  to  determine  essential  differences. 

A series  of  multiple  regression  analyses  were  used  to  compare 
voluntary  and  court  referred  clients  along  the  following  dimensions: 
number  of  sessions  attended,  clients'  rate  of  responding  in  the  hostile 
submissive  quadrant  in  initial  sessions,  counselors'  rate  of  responding 
in  the  hostile  dominant  quadrant  in  initial  sessions,  rates  of  comple- 
mentarity in  initial  sessions,  score  on  the  Current  Adjustment  Rating 
scale  prior  to  treatment,  score  the  Khavari  Alcohol  Test  prior  to  treat 
ment,  score  on  the  Rogers  and  Dymond  Outcome  Evaluation  Form  following 
treatment,  score  on  the  Rogers  and  Dymond  Outcome  Evaluation  Form 
specific  to  drinking  following  treatment,  the  difference  between  pre- 
and  post-treatment  scores  on  the  Current  Adjustment  Rating  Scale,  and 
the  difference  between  pre-  and  post-treatment  scores  on  the  Khavari 
Alcohol  Test.  These  analyses  are  presented  in  Tables  l through  10. 

Only  one  of  these  statistical  comparisons  sound  significant  dif- 
ferences between  voluntary  clients  and  clients  required  to  attend  treat 
ment  by  the  court.  Voluntary  clients  tended  to  report  greater  alcohol 
consumption  on  the  Khavaris  Alcohol  Test  prior  to  treatment  (mean  equal 


TABLE 


ANALYSIS  OF  VARIANCE  FOR  THE  REGRESSION  FOR 
VOLUNTARY  VERSUS  COURT  REFERRED  CASES  ACCORDING  TO 
LENGTH  OF  TREATMENT 


Residuals 


Degrees  of  Sum  of 

Freedom  Squares 

1 4.14405 

22  114.814 

23  118.958 


Mean  Tail 

Square  F Probability 

4.14405  .7941  0.3825 

5.21883 


TABLE  2 

ANALYSIS  OF  VARIANCE  FOR  THE  REGRESSION  FOR 
VOLUNTARY  VERSUS  COURT  REFERRED  CASES  ACCORDING  TO  THE 
RATE  OF  CLIENT  HOSTILE  SUBMISSION  IN  INITIAL  SESSIONS 

(n=24) 


Source  of  Degrees  of  Sum  of  Mean  Tail 

Variation  Freedom  Squares  Square  F Probability 

Regression  1 6840.01  4840.01  .3763  0.5459 

Residuals  22  399930  18178.6 

Total  23  406770 


TABLE  3 


ANALYSIS  OF  VARIANCE  FOR  THE  REGRESSION  FOR 
VOLUNTARY  VERSUS  COURT  REFERRED  CASES  ACCORDING  TO  THE 
RATE  OF  COUNSELOR  HOSTILE  DOMINANCE  IN  INITIAL  SESSIONS 


29678.6 

597523 

627202 


1.093  0.3072 


ANALYSIS  OF  VARIANCE  FOR  THE  REGRESSION  FOR 
VOLUNTARY  VERSUS  COURT  REFERRED  CASES  ACCORDING  TO  THE 
RATE  OF  COMPLEMENTARITY  IN  INITIAL  SESSIONS 


22 


115.144  115.144  .1131  0.7398 

22387.8  1017.63 


23  22503.0 


ANALYSIS  OF  VARIANCE  FOR  THE  REGRESSION  FOR  VOLUNTARY 
VERSUS  COURT  REFERRED  CASES  ACCORDING  TO  PRE -TREATMENT 
SCORE  ON  THE  CURRENT  ADJUSTMENT  RATING  SCALE 


Source  of 


Residuals 


22 

23 


Sum  of  Mean  Tail 

Squares  Square  F Probability 

66.8678  66.8678  .07728  0.7836 

19034.8  865.216 


TABLE  6 


ANALYSIS  OF  VARIANCE  FOR  THE  REGRESSION  FOR 
VOLUNTARY  VERSUS  COURT  REFERRED  CASES  ACCORDING  TO 
PRE-TREATMENT  SCORES  ON  THE  KHAVARI  ALCOHOL  TEST 


Total 


Freedom  Squares 

1 4733.38 

22  11926. 5 

23  16659.8 


4733.38  8.731  0.0073 

542.112 


TABLE  7 

ANALYSIS  OF  VARIANCE  FOR  THE  REGRESSION  FOR 
VOLUNTARY  VERSUS  COURT  REFERRED  CASES  ACCORDING  TO 
SCORES  ON  THE  ROGERS  AND  DYMOND  OUTCOME  EVALUATION  FORM 
(n=24) 


Source  of 
Variation 


1 91.3440 


23  832.958 


Mean  Tail 

Square  F Probability 

91.3440  2.710  0.1140 


33.7097 


TABLE  8 

ANALYSIS  OF  VARIANCE  FOR  THE  REGRESSION  FOR 
VOLUNTARY  VERSUS  COURT  REFERRED  CASES  ACCORDING  TO 
SCORES  ON  THE  ROGERS  AND  DYM3N0  OUTCOME  EVALUATION  FORM 
SPECIFIC  TO  DRINKING 


Source  of  Degrees  of  Sum  of  Mean  Tail 

Variation  Freedom  Squares  Square  F Probability 

Regression  1 .0761902  .0761902  .03875  0.8458 

Residuals  22  43.2571  1.96623 

Total  23  43.3333 


TABLE  9 


ANALYSIS  OF  VARIANCE  FOR  THE  REGRESSION  FOR  VOLUNTARY 
VERSUS  COURT  REFERRED  CASES  ACCORDING  TO  THE  DIFFERENCE 
BETWEEN  PRE-  AND  POST-TREATMENT  SCORES  ON  THE  CURRENT 
ADJUSTMENT  RATING  SCALE 


Freedom  Squares  Square  F Probability 

1 618.858  618.858  1.486  0.2357 

22  9162.10  416.459 

23  9780.96 


TABLE  10 

ANALYSIS  OF  VARIANCE  FOR  THE  REGRESSION  FOR  VOLUNTARY 
VERSUS  COURT  REFERRED  CASES  ACCORDING  TO  THE  DIFFERENCE 
BETWEEN  PRE-  AND  POST-TREATMENT  SCORES  ON  THE 
KHAVARI  ALCOHOL  TEST 


Source  of  Degrees  of  Sum  of  Mean  Tail 

Variation  Freedom  Squares  Square  F Probability 


Regression  1 524.876  524.876  .8280  0.3727 


13946.5 


633.930 


referred  clients  (mean  equal  to  37.800).  All 


other  comparisons  did  not  find  the  groups  to  be  significantly  separate. 
Consequently,  all  additional  statistical  analyses  are  based  on  an  over- 
all sample  combining  both  voluntary  and  court  referred  cases. 

Interpersonal  Styles  During  Sessions 

Repeated  Measures  Analyses  of  Variance  were  used  to  test  for  over- 
all differences  in  the  rates  of  responding  in  each  Leary  quadrant 
during  sessions  for  both  clients  and  counselors.  Individual  post  hoc 
comparisons  were  conducted  using  the  Scheffe  method  of  multiple  com- 
parisons between  means. 

Table  11  shows  the  analysis  for  the  first  experimental  hypothesis 
which  revealed  a significant  overall  effect  (F  3,92)  = 38.66,  p<  .0000). 
Post  hoc  analysis  of  the  predicted  single  difference  according  to  this 
hypothesis  (that  clients  in  initial  sessions  of  alcohol  treatment  would 
display  predominantly  hostile  submissive  operations)  revealed  a value 
with  3 degrees  of  freedom  of  90.085  (p<  .01).  Table  13  displays  addi- 
tional single  comparisons  using  a critical  value  of  t with  3 and  23 
degrees  of  freedom  of  9.09  for  p < .05  and  Id. 28  for  p < .01 . 


ANALYSIS  OF  VARIANCE  FOR  CLIENTS'  RESPONDING 
PER  QUADRANT  IN  INITIAL  SESSIONS 
(n=24) 


Quadrant  196SS98  3 655200  38.66  0.0000 

Error  1559101  92  16950 

Total  3524700  95 


Standard  Deviation 


181.8 

268.8 


82.90260 

162.6832 


Table  14  shows  the  analysis  for  the  second  experimental  hypothesis 
which  also  revealed  a significant  overall  effect  (F (3,921  = 124.5, 
p .0000).  Post  hoc  analysis  of  the  predicted  single  difference  accord- 
ing to  this  hypothesis  (that  counselors  in  initial  sessions  of  alcohol 
treatment  would  display  predominantly  hostile  dominant  operations)  re- 
vealed a t value  with  3 degrees  of  freedom  of  331.808  (p  .01). 

Table  16  displays  additional  single  comparisons  using  the  same  critical 
values  for  t as  were  used  in  the  analysis  for  client  means. 

TABLE  14 

ANALYSIS  OF  VARIANCE  FOR  COUNSELORS'  RESPONDING 
PER  QUADRANT  IN  INITIAL  SESSIONS 
( n=24) 


Sum  of  Degrees  of  Mean  Tail 

Source  Squares  Freedom  Square  F Probability 

Quadrant  4364916  3 1455000  124.5  0.0000 

Error  1075040  92  11690 

Total  5439956  95 


TABLE  15 

MEAN  RATES  OF  RESPONDING  PER  QUADRANT  FOR 
COUNSELORS  IN  INITIAL  SESSIONS 


Quadrant 
Hostile  Dominant 
Hostile  Submissive 
Affiliative  Dominant 


Standard  Deviation 


149.7113 

41.91157 


Affiliative  Submissive 


150.5 


88.98509 


TABLE 


Tail 

t value  Probability 


Hostile  Dominant -Hostile  Submissive  335.894 
Hostile  Dominant -Affiliative  Dominant  142.742 
Hostile  Dominant-Affiliative  Submissive  205.750 
Hostile  Submissive-Affiliative  Dominant  -40.704 
Hostile  Submissive-Affiliative  Submissive  -15.868 
Affiliative  Dominant-Affiliative  Submissive  5.743 


01 

01 


.01 

.05 


Similar  statistical  analyses  were  used  to  examine  client  and 
counselor  behavior  in  middle  and  final  sessions.  (See  Tables  17-28.) 
Because  of  early  termination  in  11  of  the  treatment  cases  only  13  treat- 
ment cases  were  used  for  these  analyses.  All  of  the  treatment  dyads  who 
were  involved  in  middle  sessions  were  also  involved  in  final  sessions. 

No  predictions  were  made  regarding  a single  difference  among  the  means 
within  each  analysis  so  only  individual  comparisons  were  conducted  using 
critical  values  of  t with  3 and  12  degrees  of  freedom  of  10.47  for  p<  .05 
and  17.85  for  p < .01. 

TABLE  17 

ANALYSIS  OF  VARIANCE  FOR  CLIENTS'  RESPONDING 
PER  QUADRANT  IN  MIDDLE  SESSIONS 


Sum  of  Degrees  of  Mean  Tail 

Source  Squares  Freedom  Square  F Probability 

Quadrant  386189.3  3 128700  6.945  0.0006 

Error  889660.7  48  18530 


1275850 


TABLE  18 


MEAN  RATES  OF  RESPONDING  PER  QUADRANT 
FOR  CLIENTS  IN  MIDDLE  SESSIONS 


114.5 

353.5 

258.6 


123.6781 


120.9845 

113.0004 


TABLE  19 

INDIVIDUAL  COMPARISONS  PER  QUADRANT  FOR 
CLIENTS'  RESPONSES  DURING  MIDDLE  SESSIONS 


TABLE  20 

ANALYSIS  OF  VARIANCE  FOR  COUNSELORS'  RESPONDING 
PER  QUADRANT  IN  MIDDLE  SESSIONS 


Quadrant  1620773  3 540300  33.53 

Error  773352.3  48  16110 


Total 


INDIVIDUAL  CON 
COUNSELORS'  RESPI 


TABLE  24 


MEAN  RATES  OF  RESPONDING  PER  QUADRANT  FOR 
CLIENTS  IN  FINAL  SESSIONS 


285.2 

350.8 

257.8 


71 .07454 
128.5236 
177.6137 
118.9188 


TABLE  25 

INDIVIDUAL  COMPARISONS  PER  QUADRANT  FOR 
CLIENTS'  RESPONSES  DURING  FINAL  SESSIONS 


TABLE  26 

ANALYSIS  OF  VARIANCE  FOR  COUNSELORS'  RESPONDING 
PER  QUADRANT  IN  FINAL  SESSIONS 
(n=13) 


Sum  of  Degrees  of  Mean  Tail 
Source  Squares  Freedom  Square  F Probability 

Quadrant  1338646  3 
Error  906499.7  48 
Total  2245146  51 


446200  23.63  0.0000 

18890 


(CAN  RATES  OF  RESPONDING  PER  QUADRANT  FOR 
COUNSELORS’  IN  FINAL  SESSIONS 
(n*13) 


Quadrant 
Hostile  Dominant 
Hostile  Submissive 
Affiliative  Dominant 
Affiliative  Submissive 


Standard  Deviation 
188.7660 


171.4278 

96.86370 


INDIVIDUAL  COMPARISONS  PER  QUADRANT  FOR  COUNSELORS' 
RESPONSES  DURING  FINAL  SESSIONS 
(n*13) 


Comparison  t value  Probability 


Hostile  Dominant-Hostile  Submissive  68.569  .01 
Hostile  Dominant-Affiliative  Dominant  11.473  .05 
Hostile  Dominant-Affiliative  Submissive  24.037  .01 
Hostile  Submissive-Affiliative  Dominant  -23.946  .01 
Hostile  Submissive-Affiliative  Submissive  -11.410  .05 
Affiliative  Dominant-Affiliative  Submissive  2.297  N.S. 


One  clear  conclusion  from  the  analysis  of  counselor  behavior  in  the 
middle  and  final  sessions  is  that  the  counselors  in  this  project  continued 
to  present  predominantly  hostile  dominant  operations  throughout  all  six 
sessions.  Clients,  on  the  other  hand,  were  more  flexible  in  their  inter- 
personal behaviors  as  treatment  progressed.  Although  they  tended  to 
present  primarily  hostile  submissive  behaviors  in  initial  sessions,  by 
the  sixth  session  they  were  presenting  more  affiliative  dominant  opera- 
tions than  hostile  submissive  operations.  This  latter  finding  was  not 
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significant  but  clearly  suggests  greater  interpersonal  flexibility  on 
the  part  of  clients  in  treatment  as  compared  to  counselors. 

Compl ementarl  ty 

A Repeated  Measures  Analysis  of  Variance  was  used  to  test  for  over- 
all differences  in  the  rates  of  complementarity  across  sessions  for 
treatment  dyads  who  continued  through  the  middle  and  final  sessions 
(n=13)  (see  Table  29).  This  analysis  revealed  a significant  overall 
effect  (F  (2,38)  * 5.606,  p < .0076) . Individual  post  hoc  comparisons 
were  made  using  the  Scheffe  method  with  critical  of  t with  2 and  12 
degrees  of  freedom  of  7.78  for  p<.05  and  13.86  (see  Table  31). 

TABLE  29 

ANALYSIS  OF  VARIANCE  FOR  RATES  OF 
COMPLEMENTARITY  ACROSS  SESSIONS 


Sum  of  Degrees  of  Mean  Tail 

Source  Squares  Freedom  Square  F Probability 

Session  2766.531  2 1383  5.606  0.0076 

Error  8883.219  36  246.8 

Total  11649.75  38 


TABLE  30 

MEAN  RATES  OF  COMPLEMENTARITY  ACROSS  SESSIONS 
Session  Mean  Standard  Deviation 

Initial  12.413  11.69319 

Middle  12.223  19.45244 

Final  2.248  15.00470 


TABLE  31 


INDIVIDUAL  COMPARISONS  PER  SESSION  FOR 
RATES  OF  COMPLEMENTARITY 
(n-13) 


Tail 

Comparison  t value  Probability 

Initial  - Middle  9.507  .05 

Initial  - Final  7.170  N.S. 

Middle  - Final  0.165  N.S. 


These  results  suggest  that  the  rate  of  complementarity  tended  to 
be  highest  in  initial  sessions,  then  decrease  in  the  middle  phase  of 
treatment,  and  continue  at  a stable  rate  through  the  final  phase  of 

The  third  experimental  hypothesis  (that  client  attendance  rates  will 
be  related  to  rates  of  complementarity)  was  tested  by  examining  the 
correlation  of  the  Complementarity  Index  in  the  initial  session  and  the 
number  of  sessions  attended  by  the  client.  The  mean  number  of  sessions 
attended  was  3.7083.  This  correlation  was  R=. 64051  with  a corresponding 
t value  with  23  degrees  of  freedom  of  3.91  (p<  .00035  based  on  a one- 
tailed  test).  This  finding  indicates  that  clients  in  counselor-client 
dyads  with  higher  rates  of  complementary  during  initial  sessions  tended 
to  stay  in  treatment  longer. 

Similar  correlational  analyses  were  used  to  test  the  seventh  experi- 
mental hypothesis  (that  improvement  in  drinking  behavior  will  be  related 
to  rates  of  complementarity  during  sessions).  Because  the  analysis 
using  all  24  dyads  would  be  confounded  by  the  strong  relationship  between 


the  number  of  sessions  attended  and  the  rate  of  complementarity  during 
the  Initial  session  and  the  strong  relationship  between  the  number  of 
sessions  attended  and  drinking  outcome  (to  be  described  later  in  this 
section  of  the  thesis),  this  analysis  was  based  on  the  13  treatment 
cases  that  continued  through  the  middle  and  final  sessions.  The  cor- 
relation between  the  sum  of  the  Complementarity  Indices  across  sessions 
and  improvement  in  drinking  behavior  according  to  counselor  ratings  on 
the  Rogers  and  Dymond  Outcome  Evaluation  Form  was  R = .53679  with  a 
corresponding  t value  with  12  degrees  of  freedom  of  2.11  (p<  .0293  based 
on  a one-tailed  test).  The  correlation  between  the  sum  of  the  Comple- 
mentarity indices  across  sessions  and  improvement  in  drinking  behavior 
according  to  pre-  and  post-treatment  differences  in  client  ratings  on 
the  Khavari  Alcohol  Test  was  R - 0.04  with  a corresponding  t value  with 
12  degrees  of  freedom  of  0.0088  (p<  .4484  based  on  a one-tailed  test). 
Clients  in  counselor-client  dyads  with  higher  rates  of  complementarity 
through  si*  treatment  sessions  tended  to  have  better  drinking  outcomes 
in  the  expressed  judgement  of  counselors  but  not  in  the  expressed 
judgements  of  the  clients  themselves. 

Client  Interpersonal  Behavior  Ourinq 
Sessions  and  Outcome 

The  rate  of  client  hostile  submissive  behavior  in  initial  sessions 
was  positively  and  significantly  related  to  the  number  of  sessions  at- 
tended (n  = 24,  R = .70799,  t with  23  degrees  of  freedom  ■ 4.702, 
p < .0001  based  on  a one-tailed  test).  In  addition,  the  rate  of  submis- 
sive behavior  in  general  (both  hostile  and  affiliative)  by  clients  during 
initial  sessions  was  positively  and  significantly  related  to  the  number 
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of  sessions  attended  (n  - 24,  R = .64875,  t with  23  degrees  of  freedom 
* 3.999,  p ' .0006  based  on  a one-tailed  test).  In  similar  fashion,  the 
rate  of  dominant  behavior  in  general  by  clients  during  initial  sessions 
was  negatively  and  significantly  related  to  the  number  of  sessions  at- 
tended (n  = 24,  R * -.43251,  t with  23  degrees  of  freedom  = 2.2499, 
p<.0174  based  on  a one-tailed  test). 

In  order  to  test  the  sixth  and  eighth  experimental  hypotheses,  only 
those  13  treatment  cases  in  which  clients  attended  through  the  middle 
and  final  sessions  were  evaluated  because  the  comparisons  involve  be- 
havioral changes  from  session  to  session. 

The  sixth  experimental  hypothesis  (that  the  range  of  alcohol 
abusers'  interpersonal  operations  during  treatment  will  be  related  to 
improvement  in  general  adjustment)  was  examined  via  correlational 
analyses  for  both  changes  in  general  adjustment  according  to  the  judge- 
ment of  the  counselor  and  according  to  the  judgement  of  the  client.  The 
range  of  client  interpersonal  behavior  was  positively  and  significantly 
related  to  an  increase  in  general  adjustment  according  to  counselor 
ratings  on  the  Rogers  and  Dymond  Outcome  Evaluation  Form  (n  = 13,  R = 
.62138,  t with  12  degrees  of  freedom  = 2.630,  p<  .0117  based  on  a one- 
tailed  test).  On  the  other  hand,  the  range  of  client  interpersonal 
behavior  was  positively  but  not  significantly  related  to  an  increase  in 
general  adjustment  according  to  the  difference  between  pre-  and  post- 
treatment ratings  on  the  Current  Adjustment  Rating  Scale  (n  = 13,  R = 
.21886,  t with  12  degrees  of  freedom  * 0.7439,  p < .23625  based  on  a one- 
tailed  test) . 

One  further  finding  in  regard  to  the  range  of  client  interpersonal 
behavior  during  treatment  is  that  clients  who  demonstrated  a greater 


range  of  interpersonal  operations  during  treatment  tended  to  report  more 
positive  general  adjustment  prior  to  treatment  according  to  pre-treatment 
ratings  on  the  Current  Adjustment  Rating  Scale  (n  = 13,  R - .49741,  t 
with  17  degrees  of  freedom  * 1.9015,  p<  .04185  based  on  a one-tailed 

The  eighth  experimental  hypothesis  (that  the  change  in  alcohol 
abusers'  interpersonal  operations  during  treatment  will  be  related  to 
improvement  in  general  adjustment)  was  examined  in  similar  fashion. 

These  correlational  analyses  did  not  provide  significant  results.  The 
correlation  between  the  change  in  client  interpersonal  behavior  and  the 
difference  between  client  pre-  and  post-treatment  ratings  on  the  Current 
Adjustment  Rating  Scale  was  R * .13691  (n  = 13,  t with  12  degrees  of 
freedom  = 0.45837,  p<  .3278  based  on  a one-tailed  test).  The  correlation 
between  the  change  in  client  interpersonal  behavior  and  counselor  ratings 
on  the  Rogers  and  Dymond  outcome  Evaluation  Form  was  R = .35463  (n  ■ 13, 
t with  12  degrees  of  freedom  = 1.258,  p<  .11725  based  on  a one-tailed 
test). 

Counselor  Interpersonal  Behavior  During 

The  results  of  this  research  strongly  suggest  that  within  the 
treatment  cases  examined,  counselor  interpersonal  behavior  was  not  as 
powerful  a variable  in  determining  the  outcome  of  treatment  when  compared 
to  the  impact  of  client  interpersonal  behavior. 

The  rate  of  hostile  dominant  behavior  by  counselors  in  initial 
sessions  was  not  significantly  related  to  the  number  of  sessions  attended 
by  the  client  (n  * 24,  R = .15598,  t with  23  degrees  of  freedom  = 0.7407, 
p < .2334  based  on  a one-tailed  test). 
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In  treatment  cases  in  which  the  client  continued  to  attend  through 
the  middle  and  final  sessions,  the  range  of  counselor  interpersonal  be- 
havior was  not  significantly  related  to  an  increase  in  general  adjust- 
ment either  according  to  counselor  ratings  on  the  Rogers  and  Dymond  Out- 
come Evaluation  Form  (n  = 13,  R = .14632,  t with  12  degrees  of  freedom 
* 0.4906,  p<  .3167  based  on  a one-tailed  test)  or  according  to  dif- 
ferences in  client  pre-  and  post-treatment  ratings  on  the  Current 
Adjustment  Rating  Scale  (n  = 13,  R = .08184,  t with  12  degrees  of 
freedom  = 0.27236,  p < .3952  based  on  a one-tailed  test). 

Similarly,  change  in  counselor  interpersonal  operations  through 
treatment  in  cases  in  which  the  client  attended  through  the  middle  and 
final  sessions  was  not  significantly  related  to  an  increase  in  general 
adjustment  according  to  counselor  ratings  on  the  Rogers  and  Dymond  Out- 
come Evaluation  Form  (n  = 13,  R .45570,  t with  12  degrees  of  freedom 
- 1.6979,  p <.0588  based  on  a one-tailed  test)  or  according  to  dif- 
ferences in  client  pre-  and  post-treatment  ratings  on  the  Current  Adjust- 
ment Rating  Scale  (n  ■ 13,  R - .18196,  t with  12  degrees  of  freedom  - 
0.6138,  p <.27595  based  on  a one-tailed  test).  It  should  be  noted  that 
the  relationship  between  change  in  counselor  behavior  and  counselor 
rating  of  treatment  outcome  is  strong  but  not  significant. 

The  fourth  experimental  hypothesis  (that  the  rate  of  affiliative 
dominant  behavior  by  counselors  in  treatment  sessions  will  be  related 
to  the  increase  in  general  adjustment  by  the  client)  was  tested  by  cor- 
relating the  rate  of  affiliative  dominant  behavior  by  counselors  across 
sessions  in  treatment  cases  In  which  clients  attended  through  the  middle 
and  final  sessions  with  counselor  ratings  of  treatment  outcome  on  the 
Rogers  and  Dymond  Outcome  Evaluation  Form  (n  = 13,  R = .23385,  t with 
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12  degrees  of  freedom  = 0.7977,  p <.22095  based  on  a one-tailed  test) 
and  with  the  difference  between  client  pre-  and  post-treatment  ratings 
on  the  Current  Adjustment  Rating  Scale  (n  = 13,  R = .14115,  t with  12 
degrees  of  freedom  = 0.4729,  p<  .3228  based  on  a one-tailed  test). 
Neither  of  these  analyses  revealed  significant  effects. 

The  fifth  experimental  hypothesis  (that  the  rate  of  dominant  be- 
havior, both  hostile  and  affiliative,  by  counselors  in  treatment  sessions 
will  be  related  to  a decrease  in  drinking)  was  tested  by  correlating  the 
rate  of  dominant  behavior  by  counselors  across  sessions  in  treatment 
casses  in  which  clients  attended  through  the  middle  and  final  sessions 
with  counselor  ratings  of  drinking  outcome  on  the  Rogers  and  Dymond  Out- 
come Evaluation  Form  (n  = 13,  R = .00710,  t with  12  degrees  of  freedom 
= 0.0236,  p<  .4908  based  on  a one-tailed  test)  and  with  the  difference 
between  client  pre-  and  post-treatment  ratings  on  the  Khavari  Alcohol 
Test  (n  = 13,  R .04004,  t with  12  degrees  of  freedom  = 0.1329, 
p<  .4484  based  on  a one-tailed  test).  Neither  of  these  analyses  re- 
vealed significant  effects. 


Outcome  Measures 

The  ninth  experimental  hypothesis  (that  indicators  of  improvement 
in  client  drinking  behavior  will  be  related  to  indicators  of  improvement 
in  client  general  adjustment)  was  tested  via  a series  of  correlational 
analyses.  Increases  in  the  difference  between  client  pre-  and  post- 
treatment ratings  on  the  Khavari  Alcohol  Test  were  positively  but  not 
significantly  related  to  both  increases  in  the  difference  between  client 
pre-  and  post-treatment  ratings  on  the  Current  Adjustment  Rating  Scale 
(n  = 24,  R - .31674,  t with  23  degrees  of  freedom  - 1.5662,  p<  .0658 


based  on  a one-tailed  test)  and  counselor  ratings  of  treatment  outcome 
on  the  Rogers  and  Dymond  Outcome  Evaluation  Form  (n  - 24,  R = .19490, 
t with  23  degrees  of  freedom  = 0.9320,  p<  .1807  based  on  a one-tailed 
test).  Counselor  ratings  of  drinking  outcome  on  the  Rogers  and  Dymond 
Outcome  Evaluation  Form  were  positively  and  significantly  related  to 
both  increaes  in  the  difference  between  client  pre-  and  post-treatment 
ratings  on  the  Current  Adjustment  Rating  Scale  (n  = 24,  R = .50561,  t 
with  23  degrees  of  freedom  = 2.7488,  p < .00585  based  on  a one-tailed 
test)  and  counselor  ratings  of  treatment  outcome  on  the  Rogers  and 
Dymond  Outcome  Evaluation  Form  (n  = 24,  R = .70444,  t with  23  degrees 
of  freedom  = 4.6551,  p<  .00005  based  on  a one-tailed  test).  These  re- 
sults indicate  that,  according  to  counselor  ratings,  improvement  in 
drinking  behavior  was  related  to  improvement  in  general  adjustment 
according  to  both  counselor  and  client  ratings.  At  the  same  time, 
these  relationships  were  not  found  for  client  ratings  of  improvement  in 
drinking  behavior. 

In  order  to  see  if  counselors  and  clients  were  making  similar 
judgements  regarding  improvement  in  general  adjustment  and  improvement 
in  drinking  behavior, counsel  or  and  client  ratings  on  these  dimensions 
were  correlated.  Counselor  ratings  of  treatment  outcome  on  the  Rogers 
and  Dymond  Outcome  Evaluation  Form  were  positively  and  significantly 
related  to  differences  in  client  pre-  and  post-treatment  ratings  on  the 
Current  Adjustment  Rating  Scale  (n  = 24,  R = .45161,  t with  23  degrees 
of  freedom  - 2.3742,  p < .01335  based  on  a one-tailed  test).  Counselor 
ratings  of  improvement  in  drinking  behavior  on  the  Rogers  and  Dymond 
Outcome  Evaluation  Form  were  positively  and  significantly  related  to 
increases  in  the  difference  between  client  pre-  and  post-treatment 
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ratings  on  the  Khavari  Alcohol  Test  (n  * 24,  R * .69791,  t with  23 
degrees  of  freedom  = 4.5706,  p < .00005  based  on  a one-tailed  test).  The 
findings  from  these  analyses  indicate  that  clients  and  counselors  were 
making  similar  judgements  regarding  treatment  outcome  in  terms  of  both 
improvement  in  drinking  behavior  and  improvement  in  general  adjustment. 

One  powerful  finding  in  this  research  that  was  alluded  to  earlier 
in  this  section  of  the  thesis  is  the  relationship  between  length  of 
treatment  and  outcome.  All  four  of  the  indicators  of  treatment  outcome 
were  positively  and  significantly  related  to  the  number  of  sessions  that 
the  client  attended.  The  correlation  between  number  of  sessions 
attended  and  increases  in  the  difference  in  between  client  pre-  and 
post-treatment  ratings  on  the  Current  Adjustment  Rating  Scale  was  R = 
.38191  (n  = 24,  t with  23  degrees  of  freedom  = 1.9383,  p<  .03275  based 
on  a one-tailed  test).  The  correlation  between  number  of  sessions 
attended  and  counselor  ratings  of  treatment  outcome  on  the  Rogers  and 
Dymond  Outcome  Evaluation  Form  was  R = .73397  (n  - 24,  t with  23  degrees 
of  freedom  a 5.0685,  p <.0000  based  on  a one-tailed  test).  The  correla- 
tion between  number  of  sessions  attended  and  increases  in  the  difference 
between  client  pre-  and  post-treatment  ratings  on  the  Khavari  Alcohol 
Test  was  R = .43316  (n  = 24,  t with  23  degrees  of  freedom  ■ 2.2541, 
p<  .01725  based  on  a one-tailed  test).  The  correlation  between  number 
of  sessions  attended  and  counselor  ratings  of  improvement  in  drinking 
behavior  on  the  Rogers  and  Dymond  Outcome  Evaluation  Form  was  R - .68480 
(n  = 24,  t with  23  degrees  of  freedom  = 4.4079,  p < .0001  based  on  a one- 
tailed  test).  Length  of  treatment  was  strongly  related  to  improvement 
in  both  drinking  behavior  and  general  adjustment. 


There  is  evidence  to  suggest  that  this  effect  occurs  throughout 
levels  of  severity  of  the  initial  problem.  Number  of  sessions  attended 
was  not  significantly  related  to  client  pre-treatment  ratings  on  the 
Current  Adjustment  Rating  Scale  (n  * 24,  R = .11403,  t with  23  degrees 
of  freedom  = 0.5383,  p<  .5957  based  on  a two-tailed  test)  or  client  pre- 
treatment ratings  on  the  Khavari  Alcohol  Test  (n  ■ 24,  R ■ .22098,  t 
with  23  degrees  of  freedom  = 1.0625,  p<  .2994  based  on  a two-tailed 
test).  These  results  suggest  that  severity  of  the  presenting  problem, 
either  in  terms  of  alcohol  consumption  or  in  terms 
did  not  tend  to  alter  the  length  of  treatment. 


of  general  adjustment. 
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Client  Interpersonal  Behavior  in  Treatment 
tended  to  present  interpersonal  behaviors,  particularly  in 
the  initial  phase  of  treatment,  that  are  highly  coincident  with  the 
personality  characteristics  of  alcohol  abusers  supported  by  research  and 
theory  reviewed  in  a previous  section  of  this  thesis.  These  hostile  and 
submissive  gualities  suggest  that  alcohol  abusers  do  suffer  from  de- 
pendency conflicts  which  they  tend  to  bring  to  treatment.  Further,  as 
anticipated  on  the  basis  of  the  models  of  interpersonal  reciprocity, 
clients  tended  to  elicit  complementary  interpersonal  reflexes  from 
therapists.  These  kinds  of  reflex  behaviors  exhibited  by  therapists 
encountering  alcohol  abusers  in  treatment  suggest  that  they  are  respond- 
ing on  the  basis  of  issues  surrounding  dependency  in  clients. 

Clients  who  presented  greater  rates  of  hostile  submissive  behavior 
tended  to  stay  in  treatment  longer.  This  finding  suggests  that  the 
more  comfortable  and  expressive  the  alcohol  abuser  is  with  these  be- 
haviors, the  more  likely  it  is  that  he  or  she  will  stay  in  treatment  and, 
consequently,  benefit  from  treatment.  In  this  sense,  the  task  of  the 
therapist  in  the  initial  phase  of  treatment  is  to  create  an  environment 
in  which  the  client  is  most  likely  to  behave  in  hostile  submissive  ways. 

Clients  tended  to  modify  their  interpersonal  behavior  as  treatment 
progressed.  This  finding  suggests  that  alcohol  abusers  in  treatment  as 
a group,  regardless  of  treatment  outcome,  tend  to  behave  in  less  rigid 
ways  as  treatment  proceeds. 

Counselor  Interpersonal  Behavior  in  Treatment 
The  predictions  of  counselor  interpersonal  behavior  based  on  both 
the  models  of  interpersonal  reciprocity  and  the  research  on 


the  expressed 


attitudes  of  alcohol  treatment  personnel  were  confirmed.  Therapists 
tended  to  present  primarily  hostile  dominant  behavior  throughout  all 
phases  of  treatment  reviewed.  They  were  more  rigid  in  their  inter- 
personal presentation  than  clients.  This  raises  a variety  of  issues. 

One  issue  that  this  finding  raises  is  the  possibility  that  thera- 
pists do  not  modify  their  interpersonal  presentation  until  later  in 
treatment.  Perhaps  the  behavior  exhibited  by  therapists  in  the  first 
six  sessions,  as  examined  in  this  research,  is  part  of  an  incubation 
period  in  which  clients  experiment  with  their  behavior  but  therapists 
do  not.  This  possibility  concurs  with  the  analysis  of  the  treatment  of 
dependent  clients  originally  proposed  by  Snyder  (1963)  and  supported  by 
later  research.  Within  this  analysis,  the  purpose  of  the  therapist  is 
to  meet  the  dependency  needs  of  the  clients,  particularly  in  the  initial 
phase  of  treatment,  in  order  to  build  a stable  therapeutic  relationship. 
The  therapist  can  eventually  relinquish  a more  directive  orientation 
when  the  client  no  longer  requires  this  kind  of  security. 

A second  possibility  raised  by  the  finding  that  therapists  continue 
to  present  predominantly  hostile  dominant  operations  is  that  they  are 
not  being  responsive  to  the  changes  in  interpersonal  behavior  presented 
by  clients.  In  terms  of  interpersonal  reciprocity,  they  may  be  behaving 
in  a manner  that  contributes  to  the  creation  of  an  unstable  treatment 
relationship  that  is  not  based  on  complementary  and  spontaneous  inter- 
personal exchange. 

This  possibility  has  been  addressed  by  Sterne  and  Pittman  (1965) 
who  referred  to  the  overemphasis  of  the  "motivational  problem"  as  an 
expression  of  resistance  in  treatment  personnel.  In  similar  fashion, 
Mogar,  Helm,  Snedeker,  Snedeker,  and  Wilson  (1969)  and  Reinehr  (1969) 


have  presented  the  notion  that  alcohol  treatment  personnel  present 


positions  toward  alcohol  abusers  that  are  fundamentally  rigid  and  nega- 
tive. This  analysis  suggests  that  the  rigid  way  in  which  therapists 
respond  to  alcohol  abusers  in  treatment  may  be  more  a function  of  a 
general  attitude  than  specific  to  the  client  at  hand.  Therapists  may 
be  reinforcing  hostile  submission  in  clients  rather  than  treating  it. 

The  test  of  whether  the  client  can  benefit  from  treatment  may  lie  in  his 
or  her  abiity  to  benefit  and  grow  in  a hostile  dominant  environment. 

The  finding  that  the  range  of  counselor  interpersonal  behavior  and 
the  change  in  counselor  interpersonal  behavior  did  not  have  a significant 
overall  effect  on  treatment  outcome  further  supports  the  possibility 
that  counselors  were  not  responding  to  client  changes  in  interpersonal 
behavior.  What  may  have  been  witnessed  is  the  lack  of  interpersonal 
flexibility  in  counselors  rather  than  the  effect  of  interpersonal  flexi- 
bility in  counselors. 

There  is  evidence  to  suggest  that  alcohol  treatment  personnel  are 
not  aware  of  their  rigidly  hostile  dominant  presentation.  Both  Morgan 
et  al . and  Sterne  and  Pittman  referred  to  an  "unconscious  conflict"  in 
treatment  personnel.  In  addition,  Ansel  (1981)  found  that  counselors 
in  alcohol  treatment  report  that  they  tend  to  present  primarily  affilia- 
tive  dominant  behaviors  in  treatment.  That  finding  is  based  on  the  same 

The  Dynamic  Interplay  Between  Clients  and  Counselors 

The. results  of  this  research  support  the  viability  of  conceptualiz- 
ing the  process  of  alcohol  treatment  in  terms  of  the  interpersonal 
dynamics  of  the  relationship  between  client  and  therapist.  In  a previous 


section  of  this 
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thesis  the  position  of  Mclemore  and  Benjamin  (19791 
was  presented  that  clinical  diagnostic  information  could  be  presented 
in  terms  of  interpersonal  behavior.  In  conjunction  with  other  authors, 
McLemore  and  Benjamin  proposed  that  the  more  flexible  an  individual  is, 
the  more  psychologically  "healthy"  the  individual  is.  A powerful  find- 
ing of  the  current  research  in  this  regard  is  that  clients  who  reported 
more  favorable  general  adjustment  prior  to  treatment  tended  to  display 
a greater  range  of  interpersonal  operations  during  treatment. 

On  the  basis  of  the  original  position  presented  by  Sullivan  (19651 
regarding  the  "complementary"  and  "antagonistic"  qualities  of  human 
interactions,  Benjamin  (19741  identified  "complements"  and  "antidotes" 
for  patients'  behavior  in  treatment.  As  mentioned  previously,  alcohol 
counselors  tended  to  present"canplements"  to  hostile  submissive  behavior 
in  clients  but  did  not  t.end  to  present  "antidotes"  (i.e.,  affiliative 
dominant  behavior).  Further,  the  rate  of  affiliative  dominant  behavior 
in  therapists  did  not  tend  to  have  a significant  impact  on  the  outcome 
of  treatment.  These  findings  may  not  be  conclusive,  however,  due  to  the 
limited  amount  of  affiliative  dominant  behavior  displayed  by  therapists 
within  this  research. 

It  appears  that  alcohol  abusers  and  counselors  in  treatment  tend 
to  be  involved  in  a highly  complementary  interpersonal  system  in  the 
initial  phase  of  treatment  but  that  the  level  of  complementary  tends 
decrease  as  treatment  progresses.  This  finding  concurs  with  the  research 
on  complementarity  presented  by  Dietzel  and  Abeles  (1975).  Within  the 
present  research,  it  appears  that  the  decrease  in  this  rate  is  due  almost 
exclusively  to  a change  in  interpersonal  presentation  by  clients.  It 
should  be  noted  that 


Dietzel 


Abeles  found 


of  comple- 
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mentarity  tended  to  increase  following  the  middle  phase  of  treatment. 

That  research,  however,  was  based  on  an  analysis  of  nine  treatment  ses- 
sions; the  current  findings  are  based  on  an  analysis  of  six  sessions. 
Consequently,  the  middle  phase  of  the  research  presented  by  Dietzel  and 
Abeles  corresponds  roughly  with  the  final  stage  of  the  current  research. 
It  is  possible  that  the  level  of  complementarity  could  increase  follow- 

The  decrease  in  complementarity  may  indicate  that  the  participants 
in  treatment  are  beginning  to  engage  in  a more  meaningful  interpersonal 
exchange.  The  initial  phase  of  treatment  can  be  described  as  a rigidly 
defined  interaction  providing  for  little  behavioral  experimentation. 

As  complementarity  decreases,  clients  and  therapists  can  begin  to  inter- 
act in  a more  complex  and  flexible  manner.  This  analysis  concurs  with 
the  conception  of  the  dynamic  development  of  psychotherapeutic  inter- 
ventions proposed  by  Crowder  (1972). 

The  finding  that  higher  rates  of  complementarity  in  the  Initial 
phase  of  treatment  was  associated  with  an  increase  in  the  length  of 
treatment  supports  the  notion  that  therapeutic  responsivity  to  the 
hostile  and  submissive  qualities  of  alcohol  abusers  is  endemic  to  treat- 
ment success.  This  is  particularly  important  to  note  in  light  of  the 
strong  relationship  between  length  of  treatment  and  treatment  outcome. 

There  is  also  evidence  in  the  findings  of  the  current  research  that 
higher  rates  of  interpersonal  complementarity  are  associated  with  greater 
improvement  in  drinking  behavior.  It  may  be  the  case  that  a comfortable 
and  stable  interchange  between  the  therapist  and  the  client  makes  it 
more  likely  that  the  client  will  modify  his  or  herdrinking  behavior. 


of  the  interpersonal  behavior  displayed  by  clients*  there 


is  evidence  to  suggest  that  alcohol  abusers  who  demonstrate  more  flexible 
interpersonal  behavior  during  treatment  may  show  more  improvement  in 
general  adjustment  as  a function  of  treatment.  There  are  mixed  findings 
in  this  regard  within  the  current  research,  however,  as  this  effect  was 
only  found  relative  to  therapists'  ratings  of  improvement.  Further,  the 
rate  of  change  in  client  interpersonal  operations  within  treatment  was 
not  associated  with  greater  improvement  in  general  adjustment.  In  sum- 
mary, it  appears  that  client  experimentation  with  interpersonal  behaviors 
did  not  show  a direct  relationship  with  improvement  in  general  adjust- 
ment. Therapist  experimentation  with  interpersonal  behavior  in  terms 
of  the  range  of  behavior  as  well  as  the  rate  of  change  of  behavior  also 
did  not  show  a direct  relationship  with  client  improvement  in  general 
adjustment.  These  findings  do  not  support  the  notion  that  strategic 
manipulation  of  the  dynamic  interplay  between  clients  and  therapists  in 
alcohol  treatment  will  foster  treatment  outcome  within  the  first  six 
sessions. 

It  appears  that  the  therapists  in  this  research  are  responding  to 
the  initial  presentation  of  clients  in  alcohol  treatment  but  that  they 
are  not  responding  to  the  subtle  changes  in  interpersonal  behavior  by 
clients  as  treatment  proceeds.  According  to  the  theory  and  research 
reviewed  in  a previous  section  of  this  thesis  regarding  therapeutic 
responsivity  to  dependency  and  hostility  in  clients,  therapists  are 
responding  to  the  problem  but  not  to  the  solution.  That  is,  by  virtue 
of  their  interpersonal  behavior,  therapists  are  providing  an  environment 
in  which  clients  are  likely  to  behave  in  hostile  and  submissive  ways  but 
not  likely  to  change  this  kind  of  presentation.  On  the  other  hand,  it 
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appears  that  therapists  are  meeting  the  dependency  needs  of  alcohol 
abusers  in  treatment  which  may  allow  clients  to  feel  secure  enough  to 
experiment  with  their  i nterpersonal  behavior. 

One  problem  with  the  rigidly  hostile  dominant  interpersonal  behavior 
by  alcohol  counselors  is  that  the  effect  of  treatment  may  be  short- 
lived. When  the  support  of  the  presence  of  a therapist  is  removed  and 
the  dependency  needs  are  no  longer  met,  the  client  may  return  to  a 
previous  level  of  functioning.  The  literature  reviewed  in  a previous 
section  of  this  thesis  regarding  the  dynamic  development  of  psychothera- 
peutic treatment  supported  the  position  that  a distinction  should  be 
made  between  the  potential  short-term  benefits  of  complementary  behavior 
by  therapists  and  the  potential  long-term  benefits.  If  alcohol  counselors 
continue  to  present  predominantly  hostile  dominant  operations  in  treat- 
ment, clients  may  not  gain  the  opportunity  to  develop  a wider  range  of 
coping  mechanisms  in  terms  of  interpersonal  behavior. 

One  additional  finding  in  light  of  therapist  Interpersonal  behavior 
is  that  the  rate  of  dominant  behavior  by  alcohol  counselors  was  not 
associated  with  client  improvement  in  drinking  behavior.  This  finding 
was  not  anticipated.  Previous  research  has  supported  the  position  that 
more  directive  approaches  are  more  effective  than  less  directive  ap- 
proaches in  the  treatment  of  alcohol  abuse.  It  is  possible  that  the 
therapist  behavior  included  in  the  current  research  did  not  provide 
enough  variability  along  this  dimension  to  accurately  test  this  hypo- 
thesis. As  mentioned  previously,  alcohol  counselors  as  a group  presented 
primarily  hostile  dominant  behavior  throughout  all  six  sessions  examined. 
Most  of  the  previous  research  supporting  this  position  was  based  on 
systematically  comparing  different  schools  of  psychotherapy. 
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Treatment  Outcome 

The  most  powerful  finding  In  regard  to  the  measures  of  treatment 
outcome  is  the  strong  relationship  between  length  of  treatment  and  all 
four  measures  of  treatment  outcome.  The  longer  treatment  lasted  the  more 
likely  it  was  the  clients  demonstrated  improvement  in  both  drinking  be- 
havior and  general  adjustment.  This  finding  provides  further  support 
for  the  contention  that  length  of  treatment  is  a viable  outcome  measure 
in  research  on  the  treatment  of  alcohol  abuse.  It  is  simple  and  direct 
but  appears  to  have  as  much  or  more  value  than  more  sophisticated 
measures  in  assessing  treatment  outcome. 

Patti  son,  Sobell,  and  Sobell  (1977)  have  reviewed  the  literature 
on  the  relationship  between  drinking  behavior  and  general  adjustment. 

In  their  review  of  research  on  outcome  of  treatment  of  alcohol  abuse, 
they  concluded  that  there  is  a positive  but  not  necessary  relationship 
between  improvement  in  drinking  behavior  and  improvement  in  other  areas. 
The  findings  of  the  current  research  support  this  position.  Client 
assessment  of  drinking  outcome  was  positively  but  not  significantly 
associated  with  ratings  of  improvement  in  general  adjustment.  There 
was  a positive  and  significant  relationship  between  counselor  assessment 
of  drinking  outcome  and  ratings  of  improvement  in  general  adjustment. 

One  conclusion  to  be  gained  from  these  findings  is  that  sole  reliance 
on  drinking  outcome  may  not  do  justice  to  the  evaluation  of  the  treat- 
ment of  alcohol  abuse.  Other  changes  can  be  occurring  that  may 
eventually  enable  the  alcohol  abuser  to  suffer  less  from  the  effects  of 
drinking  and  have  a more 
tioning. 
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An  encouraging  finding  in  light  of  the  validity  of  the  measures 
used  to  assess  outcome  in  the  current  research  is  that  therapist  judge- 
ments and  client  judgements  in  terms  of  both  drinking  outcome  and  im- 
provement in  general  adjustment  were  positively  related.  This  finding 
supports  the  position  presented  by  Armor,  Polich,  and  Stambul  (1978) 
that  alcohol  abusers  can  and  do  accurately  report  their  drinking 
behavior. 


Final  Considerations 

It  should  be  noted  that  subject  selection  may  have  had  an  impact 
on  the  findings  presented  in  this  thesis.  In  a review  of  literature  of 
patient  retention  in  outpatient  alcoholism  treatment,  Rosenberg,  Gerrein, 
Manohar,  and  liftik  (1976)  concluded  that  up  to  60S  of  patients  fail  to 
return  for  a second  visit  and  less  than  25S  remain  for  more  than  four 
visits.  Using  these  figures  as  a baseline,  it  may  be  the  case  that  the 
clients  who  participated  in  the  current  research  were  either  more  moti- 
vated for  treatment  or  adapted  their  approach  to  treatment  once  they 
were  included  in  the  project.  Another  possible  bias  in  terms  of  subject 
selection  was  referred  to  by  Garfield  (1978)  in  a review  of  studies  of 
patients  in  general  psychotherapy  who  complete  pre-therapy  question- 
naires. The  author  concluded  that  patients  who  consent  to  participate 
in  these  kinds  of  studies  are  more  likely  to  continue  treatment.  An 
implication  of  this  conclusion  is  tht  alcohol  abusers  who  were  more  dif- 
ficult to  retain  in  treatment  may  not  have  participated  in  the  study. 

Another  limitation  of  the  current  research  is  the  short-term  nature 
of  the  assessment  of  outcome.  It  may  take  more  than  si*  treatment  ses- 
sions to  see  the  full  impact  of  the  dynamic  interplay  between  alcohol 
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abusers  and  therapists  in  treatment.  Further,  it  is  possible  that  the 
benefits  of  treatment  within  the  first  six  sessions  may  be  short-lived. 

It  has  been  well -documented  in  the  field  of  Social  Psychology  that 
monitored  subjects  tend  to  increase  performance  regardless  of  the  experi- 
mental manipulations  applied. 

The  experimental  model  applied  for  the  current  research,  if  ex- 
tended across  more  treatment  sessions,  would  be  able  to  assess  several 
issues  that  were  not  resolved  in  this  thesis.  First,  therapist  inter- 
personal behavior  In  response  to  the  increasing  variability  of  client 
interpersonal  behavior  could  be  assessed.  Second,  the  stability  of 
client  changes  in  interpersonal  behavior  as  well  as  drinking  behavior 
beyond  the  first  six  sessions  could  be  evaluated.  Third,  client 
responses  to  changes  in  therapist  interpersonal  behavior  could  be 
assessed;  that  is,  how  clients  behave  in  treatment  and  in  their  drinking 
and  general  adjustment  when  the  security  of  a hostile  dominant  therapist 
is  removed. 

A finding  that  adds  credibility  to  the  conclusions  of  this  thesis 
is  that  the  findings  generalize  across  voluntary  and  coirmitted  clients. 
The  problem  of  client  "drop  out"  appears  to  be  similar  for  both  groups. 

In  addition,  both  groups  of  clients  tended  to  display  similar  inter- 
personal behaviors  in  treatment  and  similar  responses  to  treatment. 

General  Conclusions 

This  research  supports  the  position  that  alcohol  abusers  and 
counselors  in  treatment  tend  to  participate  in  a rigidly  defined  and 
complementary  interpersonal  situation  in  Initial  interviews.  Counselors 
tend  to  maintain  this  initially  rigid  presentation  but  clients  tend  to 


107 


alter  their  interpersonal  operations.  The  changes  in  client  interpersonal 
behavior  did  not,  however,  have  a significant  effect  on  treatment  outcome. 

The  rate  of  client  hostile  submissive  behavior  in  initial  inter- 
views and  the  rate  of  complementarity  in  initial  Interviews  were 
positively  related  to  the  length  of  treatment.  The  length  of  treat- 
ment was  positively  related  to  all  measures  of  treatment  outcome.  A 
conclusion  is  that  clients  in  treatment  for  alcohol  abuse  who  are 
received  in  an  environment  that  encourages  the  free  expression  of 
hostile  submissive  qualities  are  more  likely  to  benefit  from  treatment. 

There  was  a positive  but  not  necessary  relationship  between  client 
improvement  in  drinking  behavior  and  client  improvement  in  general  ad- 
justment. When  compared  with  therapists'  judgements,  clients  accurately 
reported  the  extent  of  their  alcohol  consumption. 

The  current  research  has  meaning  in  terms  of  a controversy  in  the 
alcohol  treatment  field  that  has  had  a powerful  impact  in  the  last 
fifteen  years.  This  controversy  has  affected  the  field  politically  as 
well  as  empirically.  Following  publication  of  a series  of  studies  by 
Pattison,  Sobell,  and  Sobell  (1977)  supporting  the  position  that  there 
is  no  absolute  relationship  between  drinking  outcome  and  treatment  out- 
come in  other  areas,  many  treatment  professionals  took  objection  to 
this  position.  The  thrust  of  this  counter-position  is  that  in  order  to 
treat  the  alcoholic  the  drinking  problem  must  be  ameliorated.  That  is, 
until  the  abuser  stops  drinking  or  improves  in  his  or  her  drinking 
behavior  treatment  cannot  take  place. 

This  controversy  has  manifested  itself  in  issues  surrounding 
assessment  of  treatment  outcome.  For  example,  some  authors  who  have 


accepted  the  latter  position  have  argued  that  abstinence  is  the  only 
viable  treatment  outcome.  Others  who  have  accepted  the  position 
presented  by  Pattison,  Sobell,  and  Sobell  (1977),  have  argued  that 
control  of  the  drinking  problem  is  also  a viable  treatment  outcome. 
These  kinds  of  issues  have  had  a pronounced  impact  on  funding  treat- 
ment programs  as  well  as  on  orchestration  and  conceptualization  of 
individual  treatment  cases. 

The  findings  of  the  current  research  are  consonant  with  the 
position  advocated  by  Pattison,  Sobell,  and  Sobell  (1977).  There  was 
a positive  but  not  necessary  relationship  between  drinking  outcome  and 
changes  in  general  adjustment.  Further,  it  was  clear  that  although 
few  of  the  subjects  in  the  study  actually  stopped  drinking  in  con- 
junction with  treatment,  there  was  a general  tendency  for  subjects  to 
alter  their  drinking  pattern. 

An  additional  implication  of  the  current  research  Is  that  training 
for  alcohol  counselors  should  be  designed  to  prepare  them  to  provide 
the  kind  of  environment  in  therapy  for  alcohol  abusers  to  be  able  to 
freely  exhibit  hostile  submissive  behavior.  Further,  training  could 
also  be  designed  to  assist  counselors  in  strategically  approaching  and 
manipulating  Issues  clients  have  in  terms  of  hostility  and  dependency. 


no 


! have  read  and  I understand  the  procedure  described  above.  1 agree 
to  participate  in  the  procedure  and  I have  received  a copy  of  this 
description. 


James  C.  Ansel 

Department  of  Clinical  Services 
St.  Mary  of  the  Angels  Home 
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5.  Adequacy  of  current  life  adjustment. 


Very  unsatisfying  Very  satisfying 


6.  Your  current  "likeability":  how  likeable  are  you  to  others  as  a 


Very  unllkeable  Very  likeable 

to  others  to  others 


7.  To  what  extent  are  you  living  up  to  your  potential  in  your  work? 
Not  at  a 1 1 Your  full  potential 

S.  To  what  extent  are  you  living  up  to  your  potential  as  a person? 
hot  at  al I Your  tul I potential 


9.  Occupational  adjustment. 


Able  to  work 
steadily 


10.  Sexual  adjustment. 


very^unsatistying  very  satisfying 


11.  Current  leisure  time  activity. 


very  unsatisfying  Very  satisfying 


12.  Current  relationships  with  friends. 


ho  friends  or  very  Very  satisfying 

unsatisfying  to  them  to  them 
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5.  Adequacy  of  current  life  adjustment. 


Very  unsatisfying 
for  him 


"likeability":  how  likeable  are  you  to  others  as  a 


Very  unlikeable  Very  likeable 


7.  To  what  extent  are  you  living  up  to  your  potential  in  your  work? 


Your  full  potential 


8.  To  what  extent  are  you  living  up  to  your  potential  as  a person? 


Occupational  adjustment 


Able  to  work 
steadi ly 


10.  Sexual  adjustment 


Very ^unsatisfying  very  satisfying 


11.  Current  leisure  time  activity. 


very^unsatlsfying  very  satisfying 


12.  Current  relationships  with  friends. 


No  friends  or  very 
unsatisfying  to  them 
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13.  Change  since  you  first  entered  treatment  with  your  current  counselor. 
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